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LETTERS 


TO THE EDITOR 
ee 


Pecten Band 


Dear Editor: 

The article on the pecten band by Spies- 
man and Malow, in the September issue 
(Vol. 5, No. 3) 1954, indicates that this 
band is due to passive congestion. Cryp- 
titis is included among the sequellae. 

To the correspondent, this accumula- 
tion of fibrous tissue called the pecten 
band, appears to be the result, rather than 
the cause of cryptitis. The resulting 
sphincter spasm further decreases effec- 
tive circulation and enhances fibroblastic 
proliferation. The latter may be sufh- 
ciently extensive to obliterate the diseased 
crypts, thus removing the stimulus for anal 
spasm. 

Pectenotomy may release entrapped 
sphincter, but the healing of the surgical 
wound may be attended by scar tissue 
that contracts and results in recurrence. 

Not all hemorrhoids occur in the con- 
tracted anus. Either no pecten band is 
formed, or if formed does not contract 
the anus. Passive congestion does not 
appear to answer this objection. 

The resistance of proctologists to pos- 
terior anotomy in the contracted anus of 
whatever cause, is difficult to comprehend. 
The incision along the ano-coccygeal raphe 
is efficient and simple to perform. Inconti- 
nence is reported by those who do not use 
it or incise lateral to the raphe. Incising 
the sphincter in other areas has given 
such unfortunate results that an excellent 
procedure such as posterior anotomy is 
not utilized and one still reads of post- 
operative dilatation, a procedure painful 
even in the normal anus. 

In closing, your correspondent begs to 
inform the senior author (Dr. Spiesman) 
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that his excellent surgery which was per- 
formed upon this correspondent in 1937, 
has withstood the test of time. 

I. I. Rosen, M. D. 


Amite, Louisiana 


Dear Doctor: 

In our article under the heading of “Eti- 
ology of Pectenosis” we state quote “Hy- 
pertonicity or spasm due to chronic cryp- 
titis or inflammation also may produce 
a local passive congestion. Passive con- 
gestion in this area from any cause is 
followed by round cell infiltration and a 
circular deposit of fibrous connective tis- 
sue in the subepitheleum of the pecten 
area.” Of course we believe that cryptitis 
is an important cause of pectenosis. 

As to recurrence of pectenosis due to 
postoperative scar tissue contraction, we 
can only say that since doing pecte- 
notomies we rarely get a recurrence and 
when we do, it is usually accompanied 
and probably caused by the development 
of more crypts or recurrent hemorrhoids.. 

Passive congestion and fibrous connec- 
tive infiltration does not necessarily have 
to result from hemorrhoids only in the 
anus; because the tributaries from the 
superior and inferior hemorrhoidal veins 
meet in the form of a minute capillary 
plexus in the subepitheleum of the pecten 
area. Therefore, either or both internal, 
external or intermediate anal hemorrhoids 
are capable of producing passive con- 
gestion and fibrous connective infiltration. 

We know of no logical surgical or physi- 
ological reason for cutting a normal 
muscle structure such as the external 
sphincter and have good results without 
doing an anotomy over a period of 20 
years. Dr. Rosen’s kind reference to the 
good results obtained by our methods on 
himself over a period of 17 years, is 
further proof of our contention that it is 
not necessary to cut the sphincter muscle 
except in fistula cases. 

Manuel G. Spiesman, M. D. 
Chicago, Illinois 
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Combined 


Abdomino-Perineal 


Resection 


Clinical Evaluation with Special Reference to Immediate 


and Late Complications 


JACOB J. WEINSTEIN, M.D., F.A.C.S., F.LC.S., F.LA.P. 


Cancer of the rectum and rectosigmoid 
is one of the most frequent cancers which 
confronts the proctologist. Hence, it is 
imperative that he understand the mortal- 
ity, the morbidity, and the results of the 
operative procedures available, so that he 
may select the operation of choice. 

Fortunately for the patient and for the 
proctologist, cancer of the rectum is an 
easily diagnosed lesion, which, when rad- 
ically removed by surgery, gives the 
patient a most favorable prognosis. 

Since some estimates indicate that 
40,000 individuals in the United States 
harbor undiagnosed carcinoma of the rec- 
tum, it behooves us to learn as much about 
its surgical management as possible. 

The past fifteen years have shown a 
swinging pendulum in regard to the oper- 
ation of choice for carcinoma of the rec- 
tum. Prior to this period the operation 
of choice was the Miles resection. During 
the past fifteen years the pendulum swung 
away from the radical removal of the rec- 
tum with a permanent colostomy, to 
sphincter-saving operations, such as either 
the “pull-thru” or the low anterior or 
posterior resections with anastomosis. 
Now the pendulum is swinging back to the 
total removal of the rectum and anus with 
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RAYMOND STOLLER, M.D. 
Washington, D. C. 


the addition of more radical surgery 
including extensive local resections of ad- 
jacent and distant lymphatics as well as 
extirpation of involved adjacent organs. 
In fact, there seems to be a contest be- 
tween some of the surgeons to see how 
much of the pelvis can be removed with 
survival and function of the human resi- 
due. The pendulum will eventually find 
a center point. Until then, one is forced 
to admit, after reviewing the literature 
of the past’ quarter of a century, that the 
combined abdomino-perineal resection of 
the rectum as described by Miles in 1908, 
has yet to be seriously improved upon. 
The reason that this operation has been so 
successful and so widely adopted is be- 
cause the concept of this procedure is 
entire removal of the organ with cancer, 
removal of the regional lymph nodes in 
which metastasis first develop, and re- 
moval of intervening lymphatics between 
the primary growth and the secondary 
deposits. One has only to review the ex- 
cellent paper of Garlock and Ginsberg 
published in 1950 if there is any question 


Sponsored by The Research Foundation of Doctors 
Hospital, Washington, D. C. 

Presented at the Sixth Annual Convention, Inter- 
ane Academy of Proctology, April 1954, Chicago, 
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as to whether primary resection with anas- 
tomosis or the Miles resection is the oper- 
ation of choice for carcinoma of the rec- 
tum. 

We personally adhere to the abdomino- 
perineal resection as the procedure of 
choice for carcinoma of the rectum or 
rectosigmoid, with such local modifications 
of lateral lymph node dissection of the 
iliac and obturator groups, and resection 
of adjacent viscera, as the presenting 
lesion demands, or that seem justifiable at 
the time of operation. A colostomy is 
indeed a small price to pay for prolonga- 
tion of life. A colostomy limits but does 
not restrict professional and social ac- 
tivities. 

In view of the wide acceptance of the 
combined abdomino-perineal resection, we 
feel that a critical clinical review of the 
operative mortality and morbidity, and the 
postoperative complications might lend 
information for interpretation with the 
idea of improving present surgical re- 
sults. We do not discuss curability, but 
restrict our review to those factors and 
opinions which might reduce surgical and 
post operative mortality and morbidity. 

Maierial Used. The records of patients 
who had a combined abdomino-perineal 
resection at Doctors Hospital, Washing- 
ton., D. C., from 1943 thru 1953 were 
reviewed. The authors present the data 
as mortality, including death occurring 
during or after the operative procedure. 
or after the surgery while the patient was 
hospitalized for this procedure. The post- 
operative complications which were not 
fatal are described under the main head- 
ings of the systems involved. 

Incidence—Sex—Age. The prevailing 
reports show a 2 to 1 ratio of males to 
females with carcinoma of the rectum. In 
our series of 50 cases there were 23 males 
and 27 females, showing practically an 
equal distribution. Our series is probably 
not large enough to be statistically valid 
for sex distribution. 

The youngest patient in this report was 





30 years of age; the oldest 82; with the 
average age being 57.5 years. Table 1 
presents the age distribution of patients 
submitted to the Miles resection for car- 
cinoma of the rectum. 





Table 1 
AGE DISTRIBUTION 
Number 
Age in years of patients Per Cent 
20 to 30 | 2 
31 to 40 4 8 
41 to 50 6 12 
51 to 60 20 40 
6i to 70 13 26 
71 to 80 5 10 
81 to 90 | 2 
Youngest patient 30 yrs. of age; oldest 82; 
average age 57.5 years of age. 











It is obvious from these data that 
patients over 50 years of age, whether 
male or female, should be checked fre- 
quently and regularly in an effort to de- 
tect early cancer of the rectum. 

In a previously reported survey of 13.,- 
498 cases in the literature, the senior 
author noted the following facts regarding 
age distribution of patients with carcinoma 
of the rectum: 


Average age ............ .. .o4 years 
Between ages of 0 to 30 ... 4.0 per cent 
Between ages of 20 to 30 .. .3.7 per cent 
Between ages of 31 to 40 .. .9.4 per cent 


.18.2 per cent 
.27.5 per cent 
.20.8 per cent 
8.3 per cent 
1.1 per cent 


Between ages of 41 to 50 . 
Between ages of 51 to 60 . 
Between ages of 61 to 70 . 
Between ages of 71 to 80 .. 
Between ages of 81 to 90 .. 
Of the patients with malignant diseases 
of the colon, 66.5 per cent were between 
40 and 70 years of age; and of the patients 
with carcinoma of the rectum, 84.2 per 
cent were between 30 and 90 years of age. 
Carcinoma of the rectum is not uncom- 
mon in young adults. One can expect 
approximately 15 per cent of individuals 
over 20 and under 40 years of age to 
have cancer in this area. Therefore, one 
should not be lulled into a false sense of 
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security by a young patient with rectal 
complaints. Accurate and complete study 
of the anus, rectum, and sigmoid is indi- 
cated in all patients with rectal com- 
plaints, especially bleeding of any type, no 
matter how little. 

Hospital Stay. The average hospital 
stay from the time of admission to time 
of discharge for the 50 patients herein 
studied was 28 days. The longest con- 
finement in the hospital was 64 days, the 
shortest 12 days. 

Review of the monthly reports of Doc- 
tors Hospital shows an average hospital 
stay of 11 days for major surgery. Thus, 
a stay of two and one-half times longer 
is necessary for patients undergoing the 
Miles type of resection. In those patients 
who did not develop complication after 
the Miles resection (29 out of 50), the 
average hospital stay was 26 days as com- 
pared with 32 days for those who de- 
veloped non-fatal complications. 

One of the patients who did not develop 
complications, but who was in the hospital 
for 64 days, was originally brought in for 
a hemorrhoidectomy and repair of a recto- 
cele. Three weeks after surgery, while 
still in the Hospital, the patient continued 
to have rectal complaints and diarrhea. 
Investigation at this time showed a car- 
cinoma of the rectum and a Miles resec- 
tion was then done. Another patient who 
stayed in the Hospital for 59 days, just 
wanted to remain until the perineum was 
completely healed. Calculation of the 
hospital stay of those patients without 
complications, and deleting the two just 
described, gives an average hospital con- 
finement of 23 days, as compared with 32 
days for those developing complications. 

For those patients developing compli- 
cations, 9 more hospital days was the 
average required. Of course, those with 
more serious complications such as in- 
testinal obstruction, etc., stayed longer 
than the simple complicated cases. 

Course During Surgery. The surgery 
usually required approximately 3 hours; 
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in one case the surgery was performed 
in one and one-half hours, while the long- 
est time was five and one-half hours. The 
more radical the surgery, of course, the 
longer the operating time. 

In reviewing the anesthetics used, it is 
interesting to note that during the period 
of 1943 through 1948, spinal anesthesia 
was used 6 times as compared with 1] 
general anesthetics; whereas from 1949 
through 1953, only 6 spinal anesthetics 
were used and 27 general anesthetics were 
used. Also of interest, is the fact that 
during 1952 to 1953, only 1 spinal anes- 
thetic was given in 27 cases. The change 
from spinal to practically all general an- 
esthetics is a record of the practice in 
anesthesia in general. We have all noted 
that as more qualified anesthesiologists 
become available, general anesthesia is 
completely replacing all other types of 
anesthesia. It is the opinion of most anes- 
thesiologists that the patient is under the 
best control with a general anesthetic. 

Analysis of the parenteral fluids given 
during surgery is shown in Table 2. One 
can readily see the greater use of blood 
during the past five years. This general 
attitude has become almost universal. 
Many surgeons feel that they should re- 
place all of the blood lost, and use blood 
frequently as an oncotic material to cor- 
rect surgical hypotension. Is the ready 





Table 2 
PARENTERAL THERAPY DURING 
SURGERY 
Blood inC.C. 5% Dextrose/NS 
Year Average amount Average amount 
1943 500 
1944 500 1000 
1945 500 1000 
1946 500 875 
1947 533 800 
1948 500 1000 
1949 500 1000 
1950 1000 1000 
1951 750 700 
1952 1170 833 
1953 908 966 
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availability of blood making the use of 
blood too easy and indiscriminate, or is 
the blood used really necessary? 

Recent investigations with dextran, a 
plasma volume expander, during major 
surgery, indicates that it will prevent 
surgical shock in many major procedures. 
These studies are being conducted in one 
of the hospitals in Washington, D. C., 
where, in the past, blood had been used 
routinely during major surgery. Dextran 
eliminates all of the complications found 
with the use of blood, such as transfusion 
reactions, homologous serum jaundice, etc. 

Three serious surgical shocks were re- 
corded during surgery in this series of 50 
cases. In one patient the blood pressure 
was stable throughout the operative pro- 
cedure, but suddenly at the end of the 
operation, the blood pressure dropped to 
40 mm. of mercury. Immediately, 200 cc. 
of blood was given intra-arterially, and a 
total of 2000 cc. of blood was given. This 
patient responded well and did not go into 
secondary shock. 

The second case of shock also had a 
stable blood pressure until the end of 
surgery, when pressure dropped to 0 mm. 
of mercury. This patient quickly re- 
sponded to vasopressor drugs and _ in- 
creased rate of blood transfusion. 

The third case of shock was one of 
profound surgical shock which required 
lengthy and heroic treatment. This patient 
had radical pelvic surgery, including iliac 
node dissection, partial resection of the 
bladder, and reimplantation of the ureters 
in the bladder, taking a total of five and 
one-half hours. Two hours after surgery 
began the blood pressure dropped to 0 
mm. of mercury; at this point 2000 cc. of 
blood had been given intravenously. An 
intra-arterial transfusion was given and 
1000 cc. of blood was infused by this 
route. The patient responded and _ re- 
mained at a low level until the end of 
the operation. One hour after the end of 
the operation, the patient went into shock 
again, and another 500 cc. of blood was 
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given intra-arterially. Three hours later 
the condition was poor but the patient was 
reacting. Pulse stayed at 120 for 7 days. 
This patient developed many complica- 
tions, but was finally discharged from the 
hospital. 

Mortality. There were 3 postoperative 
deaths in our series of 50 operations. No 
death occurred during the operation itself. 
Our mortality rate was 6 per cent. Rankin, 
in 167 patients, found a 5.3 per cent mor- 
tality; Coller and Ranson had an 8.9 per 
cent mortality in 205 operations; and 
Catell described a 6.5 per cent mortality 
in 168 cases. Our results are within the 
range described in the literature. 

The first death occurred in 1947, the 
result of a blood transfusion reaction. The 
operation was completed and the patient 
had not been in surgical shock, but blood 
was being given routinely. After receiv- 
ing 150 cc. of blood, the patient had a 
violent reaction and died. The postmor- 
tem examination showed the characteristic 
findings of an agglutinating reaction. 

The second death occurred in 1951. 
This patient had Villous adenoma of the 
rectum, for which a Babcock type of 
abdomino-perineal resection was done. 
The operation was uneventful, but that 
evening the blood pressure dropped to 90 
mm. of mercury. The patient was given 
more blood. He continued with disten- 
sion and ileus. On the third postoperative 
day, there was bloody drainage both from 
the perineal and the abdominal wounds. 
This bloody drainage continued, and on 
the ninth postoperative day, after seven 
blood transfusions, the patient’s condition 
was very poor. The bloody drainage per- 
sisted from both wounds. The pulse was 
120 on this day, and on the tenth post- 
operative day the patient died. His death 
was attributed to cardiorenal failure with 
a secondary diagnosis of hemorrhage of 
undetermined origin. No postmortem ex- 
amination was obtained. 

The third death was seen in 1952, and 
was due to retraction of colostomy into 
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the peritoneal cavity on the seventh post- 
operative day, with This 
patient had a radical Miles resection with 
ligation of the inferior mesenteric artery 
at its origin, and resection of the aortic, 
iliac and obturator nodes. The colostomy 
was functioning on the third postoperative 
day, and was projecting above the skin 
for about one inch. The blood supply to 
the colostomy adequate. The 
patient was given an irrigation, and soon 
thereafter, the colostomy retracted with 
tremendous spillage of the fecal contents 
into the abdominal cavity. The patient 
was re-explored; the colostomy was _ re- 
placed in the abdominal wall, but within 
less than 12 hours the patient died from 
fulminating peritonitis. 


peritonitis. 


seemed 


We recommend that when the inferior 
mesenteric artery is ligated at its origin, 
the sigmoid or descending colon used for 
the colostomy should be left unneces- 
sarily long, at least 3 to 4 inches, since 
the bowel of the colostomy must rely on 
the marginal vessels for its blood supply. 
It is not always possible to determine with 
certainty the adequacy of the blood supply 
of the colostomy loop at the time of the 
operation. If a slough of the colostomy 
occurs, there will then be adequate pro- 
tection against the necrosis extending be- 
low the skin. If at any time there is sus- 
picion that the blood supply is inade- 
quate, the colostomy should be revised 
at a higher level in the sigmoid or de- 
scending colon. After the edema of the 
colostomy has subsided, about 7 to 10 
days after surgery, the colostomy is 
trimmed to project about 5 cm. beyond 
the skin. This trimming of the colostomy 
must be done with care to avoid irrepa- 
rable injury to the delicate arterial blood 
supply. 

In summary, one death was due to trans- 
fusion reaction; a second death was due 
to bleeding from undetermined causes; 
and a third death was due to peritonitis 
following fecal contamination of the peri- 
toneum by a retracted colostomy. 
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Non-Fatal Postoperative Complica- 
Hons. Twenty-six of the fifty patients had 
non-fatal complications, or a 52 per cent 
morbidity. Other reports indicate from 40 
to 75 per cent morbidity. Many cases 
develop more than one complication, and 
as many as five different complications 
were recorded in some of our cases. In 
all, there were 41 separate complications 
in the 26 patients developing non-fatal 
postoperative complications. 


Urologic: Complications of the genito- 
urinary tract were one of the most fre- 
quently encountered. Fortunately, these 
complications are not usually too serious, 
though they are disconcerting. The re- 
tention of urine is said not to be due to a 
true neurogenic bladder, but to bladder 
atony. The troublesome bladder function 
is probably due to (1) injury to the pelvic 
parasympathetic nerves (nervi erigentis) 
arising from the 2nd, 3rd and 4th sacral 
segments, since stretching or severance 
of these fibers produces diminution in 
bladder tone almost directly proportional 
to the injury, and (2) to lack of support 
of the posterior wall of the bladder, be- 
cause the bladder has nothing to push 
against after removal of the rectum and 
posterior fascia of the cul de sac and 
sacral space. This fact is exemplified by 
those cases that cannot void after the 
posterior pack is removed, until the wound 
fills adequately, at which time the patient 
begins to void freely on his own. 

Eight patients, or 16 per cent, developed 
urinary retention which extended beyond 
the 10th postoperative day. None of the 
cases which could not void up to the 10th 
postoperative day was included in the 
urological, non-fatal postoperative compli- 
cations, because we feel that this is prac- 
tically a normal course following such 
surgery. In some cases the urinary re- 
tention persisted well after the 21st post- 
operative day. In fact, 4 of the patients 
in this series went home with catheters, 
after 29, 32, 33 and 44 days following 
surgery. It is our impression that elderly 
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women with bladder descent and poor 
perineal floors, have more trouble with 
urinary retention than do males or young 
females. All elderly patients should be 
evaluated for urinary retention and infec- 
tion before the surgery. 

Five patients, or 10 per cent, developed 
urinary infection: 3 cases had cystitis; 2 
patients developed pyelonephritis. 


We have adopted the plan of employing 
closed bladder drainage by means of an 
indwelling catheter for 7 to 10 days, or 
longer if necessary. Careful attention is 
placed on the care of the catheter and 
bladder, and mild urinary antibiotics of 
the triple sulfa type are used. After re- 
moval of the catheter, the patient is always 
checked for residual urine. If the residual 
is over 100 cc., the catheter is replaced 
until further examinations show a reduc- 
tion in the residual. 

If a moderate degree of prostatic ob- 
struction becomes evident, it has been 
recommended that this be released by a 
transurethral resection. 

Pulmonary: Four per cent of our cases 
developed pulmonary infarcts. No cases 
of pneumonia or atelectasis were recorded. 
The two pulmonary infarcts noted were 
of the mild type, one being seen on the 
llth postoperative day, the other on the 
15th postoperative day. Neither of these 
two cases had recognizable phlebitis or 
phlebothrombosis, and vein ligation was 
not done. In fact, the fad for prophylactic 
vein ligation has passed, and therapeutic 
vein ligations are reluctantly done since 
the advent of heparin and the antithrom- 
bin drugs. Both of our cases were treated 
with anticoagulant therapy. In reviewing 
the older publications of the past 10 to 15 
years, one is impressed with the decrease 
in the incidence of pulmonary complica- 
tions in the present 5 year period. 

Cardiovascular: Five patients, or 10 
per cent, developed serious venous vascu- 
lar occlusion. Of these, 4 were in the legs, 
and 1 was in the right arm vein. This 
latter was a localized phlebitis in the 





basilica vein, occurring on the 13th post- 
operative day, and responding well to 
local moist heat. This patient had re- 
ceived continuous parenteral therapy since 
surgery and had had a second operation 
for intestinal obstruction on the 7th post- 
operative day. 

The venous complications in the lower 
extremities were noted after the 9th post- 
operative day. One developed as late as 
38 days after the original operation. Four 
of the 5 cases of venous phlebitis were 
seen in patients who had stormy postoper- 
ative courses. In fact, these 4 patients 
all had intestinal obstruction, and two of 
them also eviscerated. All 4 had second 
operations. Of these 4 cases, 3 had also 
had more radical surgery than the classi- 
cal Miles resection. 


The authors advocate the routine wrap- 
ping of the extremities with elastic band- 
ages before surgery. These bandages are 
wrapped firmly from the base of the meta- 
tarsals to the tibial tubercle, and are re- 
wrapped every morning of the hospital 
stay. They are not discarded until the 
patient is thoroughly ambulated, never 
before the 10th postoperative day, and we 
do not hesitate nor are we reluctant to 
keep them on until the patient is dis- 
charged from the hospital. Any patient 
who is tied to his bed by parenteral 
therapy, and particularly those requiring 
extensive radical surgery and second op- 
erations, should be given the benefit of 
this prophylactic dressing of the extrem- 
ities. We use this routinely in all major 
abdominal and pelvic operative procedures. 

Along with the elastic supports, we 
absolutely avoid any compression of the 
calves by pillows or flexure of the knees. 
Also, foot and leg exercises are instituted 
on the first postoperative day and con- 
tinued. In over 2000 major abdominal 
operations done by the senior author, in 
which leg wrapping was done, less than 
0.5 per cent developed phlebothrombosis, 
and no massive or fatal pulmonary in- 
farcts have been seen. It is estimated 
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‘hat 1 per cent of all surgical patients de- 
velop postoperative venous thrombosis and 
inat 0.2 per cent have fatal pulmonary 
«mbolism. 

Wound Infections: Wound infection 
was much more common before the new 
era of antibiotics. Four cases of the 50, 
or 8 per cent, developed wound infections. 
These were seen on the 10th, 17th and 
22nd postoperative days, and were de- 
scribed as abscesses of the wound. A 
posterior ischiorectal abscess developed in 
one patient who had a Babcock type of 
resection, and this was treated by incision 
and drainage. Most of the surgeons in 
this group used either catgut or catgut 
with silk, and silk retention sutures. In 
a few instances wire was used for the 
fascia. 

We are strong enthusiasts for the use 
of number 30 or 32 steel wire for the 
fascia and number 34 or 36 for the skin. 
We use the following method for closure: 
If the peritoneum is thick and easy to 
approximate, it is closed with a continuous 
locked double 0, silk everting type of 
suture; the fascia is closed with inter- 
rupted figure 8 sutures of 30 or 32 wire; 
and the skin is closed with interrupted 
mattress sutures of 34 or 36 wire. No ten- 
sion sutures are used. If, at the time of 
closure the peritoneum is thin, and simple 
closure of the peritoneum without tension 
is not suitable, we use interrupted figure 
8 sutures of number 30 wire which in- 
cludes the fascia and the peritoneum. The 
suture is placed thusly; deep through the 
fascia and peritoneum on one side, small 
bite of peritoneum on the opposite side, 
small bite of the peritoneum on the first 
side, and then deep on the second side 
through the peritoneum and fascia. These 
are held and tied at the end of the closure. 
Any observer is easily impressed by the 
advantages of wire, when one sees the 
absence of skin reaction around the 
sutures 7 to 10 days after insertion. 


Colostomy Complications: The area of 
the colostomy was an infrequent site of 
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complication—only 4 per cent in our 
series. One patient died of retraction of 
the colostomy from inadequate blood sup- 
ply to the descending colon loop. This 
was discussed previously under mortality. 

The other patient with colostomy com- 
plications developed a fistula around the 
base of the colostomy at the junction of 
the fascia with the bowel. The bowel had 
not been sutured to the peritoneum nor 
to the fascia as is sometimes done. A good 
colostomy may be turned into a_ bad 
colostomy by suturing the bowel to the 
abdominal wall. If the sutures tear out 
with distension of the bowel, secondary 
draining sinuses develop which are prac- 
tically impossible to close. Tension in 
the blind end of the colostomy may be 
reduced by insertion of a catheter which 
is held in place by a purse-string suture. 
The catheter allows the escape of gas and 
feces. 


Intestinal Obstruction and Eviscera- 
tion: Eight patients, or 16 per cent, de- 
veloped intestinal obstruction. Of the 
patients developing intestinal obstruction, 
3 of them (6 per cent), recovered with- 
out surgery, and 5 patients, (10 per cent), 
required second operations. Two of the 
five patients requiring second operations 
also eviscerated. 

Obstructions of the small bowel are in- 
sidious processes and slow to manifest 
themselves in patients on gastrointestinal 
drainage and parenteral feeding for the 
first few days after surgery. As the 
patients progress, and as fluids are given 
orally, the picture of intestinal obstruc- 
tion becomes clearer. Peristaltic sounds 
are present, but are diminished in qual- 
ity and of a hollow tone. As the abdomen 
develops increasing distension and _ the 
colostomy fails to function adequately, 
by the 7th to 10th postoperative days. 
vomiting of oral fluids frequently occurs. 
X-ray studies are also diagnostic at this 
time. Prolonged intubation with the Can- 
tor type of tube, and adequate parenteral 
therapy, may relieve some of the cases 
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of intestinal obstruction, as was found in 
However, the greater major- 
Certainly, 


this series. 
ity come to further surgery. 
early postoperative re-exploration would 
be indicated. But it requires a strong will 
to go back early, and most of us are 
happy with a 7 to 10 day waiting period. 

A classical Miles resection was _per- 
formed in the 3 patients who developed 
intestinal obstruction, but who recovered 
without surgery. The obstructions were 
manifest for the first 8 to 11 postoperative 
days and cleared by the 10th to 12th post- 
operative days. 

The 5 patients developing intestinal 
obstruction which required second opera- 
tions are described below. 

1. R.F., 1947, Miles: This patient re- 
mained obstructed for the first 10 days 
after a classical Miles resection and con- 
stant Miller-Abbott tube drainage. At the 
time of the second operation, on the 8th 
postoperative day, a loop of jejunum was 
found looped around the lateral side of 
the colostomy, which had been brought 
out through a midline incision. This was 
reduced and the space in the lateral gut- 
ter closed by fine chromic sutures between 
the serosa of the bowel and the parietal 
peritoneum of the abdominal cavity. We 
recommend this procedure for all colos- 
tomies done in the midline, and for all 
left lateral colostomies if there is any 
space lateral to the loop of bowel used for 
the colostomy. 

2. M.M., 1952, Radical: This patient 
had a radical pelvic evisceration for an 
adherent malignancy of the rectum in- 
volving the cul de sac, the cervix, the left 
ureter, and the posterior wall of the blad- 
der. At operation, both internal iliacs 
were ligated, both ureters resected with 
the posterior portion of the bladder and 
reimplanted into the fundus of the blad- 
der, iliac and obturator node dissections 
were done, and the inferior mesenteric 
artery was ligated high. No pelvic floor 
was reconstructed and the only support 
for perineum was a large perineal pack. 


The entire postoperative course was 
stormy. The pulse remained at 120, and 
there were signs of small bowel obstruc- 
tion for 7 postoperative days. At the 
second operation the small bowel was re- 
leased from the pack and the colostomy 
transferred from the midrectus incision to 
a left McBurney stab wound. The in- 
testinal obstruction cleared by the 10th 
day after the original surgery and 3 days 
after the second operation. This patient 
also developed a wound infection on the 
17th postoperative day, which cleared with 
local therapy, a femoro-iliac occlusion on 
the 38th postoperative day, and urinary 
retention which persisted for 44 post- 
operative days. The patient was dis- 
charged from the hospital 51 days after 
admission. 

3. A.T., 1953, Radical: This patient, a 
61 year old female, had a four and one- 
half hour combined abdomino-perineal re- 
section with high ligation of the inferior 
mesenteric vessel, aortic node dissection. 
bilateral oophorectomy, and _peritonealiza- 
tion of the pelvic floor. She remained ob- 
structed for the first 7 postoperative days. 
At surgery on the 7th postoperative day, a 
loop of terminal ileum was found adherent 
to the pelvic peritoneal floor at the floor 
at the point of closure. This was easily 
reduced. This patient also developed 
urinary infection on the 13th postopera- 
tive day and phlebitis of the right basilica 
vein on the same day. The patient was 
discharged 30 days after admission to the 
hospital. 

The next 2 cases of intestinal obstruc- 
tion also eviscerated and, of course, second 
operations were performed for the evis- 
ceration as well as for the intestinal ob- 
struction. 

4. H.S., 1952, Radical: An abdomino- 
perineal resection with high ligation of 
the inferior mesenteric artery, ligation of 
the left internal iliac artery, total hyster- 
ectomy, bilateral salpingo-oophorectomy. 
dissection of the left broad ligament, and 
partial vaginectomy was performed on this 
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patient, taking four and one-half hours. 
Luring surgery 2000 cc. of blood was 
given. The patient showed signs of ob- 
struction for the first 6 days after surgery. 
On the 6th postoperative day, two loops 
of small bowel eviscerated around the 
colostomy. The evisceration was closed 
at this time but the signs of obstruction 
did not completely clear until the 15th 
day after the first operation. This patient 
also had urinary retention for 23 days 
and developed thrombophlebitis in the 
right leg. The hospital stay was 32 days. 

5. H.S., 1953, Miles: This patient, a 61 
year old male, had an abdomino-perineal 
resection of the rectum and entire sigmoid 
for carcinoma of the rectum and a polyp 
in the sigmoid. The inferior mesenteric 
vessel was ligated high, but below the left 
colic. The patient was partially obstructed 
for 9 days and eviscerated on this day. 
Reclosure was made with through and 
through sutures and the patient’s course 
was uneventful thereafter. His total stay 
in the hospital was 29 days. 

Table 3 presents.a summary of the non- 
fatal complications. 

It is indeed obvious from our data that 
when the surgery of the rectum is more 


radical than described in the classical 
Miles resection, that intestinal obstruction, 
evisceration, and other complications are 
more prone to develop. Intestinal obstruc- 
tion is certainly more frequent when the 
peritoneal floor is left open and raw. 
From 1943 through 1950, there were 21 
combined abdomino-perineal resections of 
the Miles type, with no attempt at high 
ligation of the inferior mesenteric vessel 
or radical pelvic node dissection. There 
were two cases which developed intestinal 
obstructions, one of whom required sur- 
gery, the other clearing on intubation. 
One death occurred during this period, 
due to transfusion reaction. 

From 1951 through 1953, 25 Miles re- 
sections were done and 4 radical opera- 
tions for carcinoma of the rectum, a total 
of 29 operations. Of the 4 radical oper- 
ations, 1 patient died, 2 patients developed 
intestinal obstruction requiring second 
surgery, and | patient developed intestinal 
obstruction and evisceration, also requir- 
ing a second operation. Of the 25 patients 
during these years who had classical Miles 
resections, 2 patients developed intestinal 
obstruction which cleared without surgery, 
1 patient developed intestinal obstruction 





Complication 


2. PULMONARY INFARCTION ......... 
3. CARDIOVASCULAR 

TEROMBODNIODING) cecied se Seine «eee sane 
4. WOUND INFECTIONS ....... beets 


Intestinal obstruction without surgery 





Table 3 
NON-FATAL COMPLICATIONS—S50 cases 


26 patients developed complications—52% morbidity 
26 patients developed 41 complications—!.5 complications per patient 


1. UROLOGICAL COMPLICATIONS .......... 
Urinary tract intections ........0..45.%46. 
EVO Mate DING! weeaee ove. a sty atageeen eee cations 
KEE raR Tots Maris tetanus fiisientisty a srsraceree mei As sei 


Urinary retention—4 patients discharged with catheters .. 


5. COLOSTOMY COMPLICATIONS ...... . 
6: INTESTINAL @BSIRUGTION 3......2%5..5.. 


Intestinal obstruction with surgery ....... 
Intestinal obstruction with evisceration and surgery . 


Cases Per Cent of Total 
13 26 
10 
4 
6 
16 
4 


NO WOWN WI 


NwWWOND A 
APOSCCHWO 








(Vol. 5, No. 4) DECEMBER 1954 


291 











Radical Miles Resections 


Conservative Miles Resections 





Table 4 


COMPARISON OF FREQUENCY OF INTESTINAL OBSTRUCTION 
WITH RADICAL AND CONSERVATIVE MILES RESECTIONS 


Intestinal obstruction requiring second operation .................... 2 
Intestinal obstruction with evisceration, requiring second operation ... | 
Intestinal obstruction without surgery ..............00 cece eee ee eeeee 
Intestinal obstruction with evisceration, requiring second operation .... | 


Cases total of 4 


‘Cases total of 25 
2 








and evisceration requiring second surgery, 
and 1 patient died. 

During the period from 1951 through 
1953, 75 per cent of those who underwent 
radical pelvic surgery for carcinoma of the 
colon developed intestinal obstruction or 
intestinal obstruction with evisceration, 
and all required subsequent surgery. Of 
the four patients who had radical surgery, 
1 died. On the other hand, during this 
same period, only 12 per cent of th2 
patients undergoing the classical Miles 
resection developed intestinal obstruction. 
Of these who developed the intestinal ob- 
struction, only 1 patient, or 4 per cent 
required surgery. Only 1 of the 25 
patients died. 

Table 4 presents a comparison of the 
frequency of intestinal obstruction with 
the classical Miles operation versus the 
radical Miles procedure. 

Pathological Classification. The patho- 
logical classification of the specimens re- 
moved in our series shows the following: 
4 lesions were Broder’s Grade I; 28 were 
Broder’s Grade II; 14 were Broder’s 
Grade III; and 4 were Broder’s Grade IV. 

Duke’s classification indicated that 4 
were Class A, 10 were Class B, and 36 
were Class C. No separate differentiation 
was made in the Class C as to location 
of the positive nodes. 

Future Advances. The question prompt- 
ed by the fact that 72 per cent of the 
lesions already have extended 
the bowel wall is, “Should more radical 
surgery than the classical Miles resection 


through 


be done?” McElwain and Bacon reported 
on 90 cases in which high ligations of the 
inferior mesenteric artery were done as 
part of the operation for lesions of the 
anus, rectum and sigmoid. These authors 
found that 60 per cent had positive nodes 
and that 17.8 per cent were located at 
the origin of the inferior mesenteric artery. 
In their opinion, 9 per cent of the opera- 
tive procedures would have been failures 
without high ligation. 

At the present time it is difficult for 
one to decide for or against radical pelvic 
surgery for carcinoma of the rectum. 
Certainly, a well planned study by quali- 
fied groups who have a large volume of 
cases, who do accurate and thorough path- 
ological studies, and who keep intimate 
follow-up records on their patients for the 
next 15 years, may help us to decide for 
the classical Miles or in favor of a more 
radical approach to the surgical care of 
cancer of the rectum. 

If our findings are indicative of the gen- 
eral increased morbidity and mortality 
associated with radical surgery, then the 
increased salvage rate may not warrant 
the more radical approach. Should we 
adopt the thinking of the gynecologists 
in their approach to carcinoma of the cer- 
vix, where for Stage I and Stage II dis- 
ease, radical surgery is indicated, but for 
Stage III, a more conservative approach is 
taken? Perhaps for those lesions of the 
rectum which are confined to the bowel 
wall and which do not extend through the 
serosa and into the glands, radical surgery 
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should be performed, because a cure is 
more likely. Perhaps, then for the ad- 
vanced Class C lesions, the more conserva- 
tive Miles type of resection should be 
done, where cure is seriously diminished. 
When a cancer of the rectum remains con- 
fined to the rectal wall, the chance of cure 
is better than 90 per cent; when the peri- 
rectal tissue becomes invaded but the 


nodes are free, from 60 to 70 per cent of 
the patients probably will survive 5 years; 
but with regional node involvement, be- 
tween 15 to 20 per cent may survive 5 
years. 

Time and careful, objective and critical 
observations are needed for the answers 


to this problem. 


Summary 


After careful review of the literature, 
our data, and our own personal experi- 
ence, we feel that the one stage combined 
addeminoperineal resection is the pro- 
cedure of choice for the treatment of can- 
cer of the rectum and rectosigmoid. 

The 50 cases reviewed show a mortality 
of 6 per cent and a morbidity of 52 per 
cent. There were 41 separate, non-fatal 
complications in 26 patients. Retention 
of urine, urinary infections, intestinal ob- 
struction, and intestinal obstruction with 
evisceration are the most frequent com- 
plications. When surgery of the rectum 
is more radical than is done in the ac- 
cepted Miles resection, intestinal obstruc- 
tion is present in 75 per cent of the cases 
herein studied as compared with 11 per 


cent for the standard combined abdom- 
ino-perineal resection. Those patients 
who develop intestinal obstruction also 
usually develop other serious complica- 
tions. 


Because three-fourths of the lesions re- 
moved have already extended thru the 
bowel wall at the time of surgery, every 
effort should be directed to the early di- 
agnosis of cancer of the rectum if cure 
rate is to significantly increase. 

Do the salvage and cure rates with rad- 
ical pelvic surgery warrant the high mor- 
bidity found with this procedure? Time 
and careful objective evaluations over a 
10 to 15 year period in a large series of 
cases are needed to answer this problem. 
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Blood Volume Determinations 
in Pre- & Postoperative 
Surgical Care 
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The surgical significance of blood vol- ee 








ume estimations was emphasized by Cour- 
nand’s! shock team when they established 
that the chief character of shock was the 
diminished circulating blood volume, in 
contrast to the hitherto widely held opin- 
ion that shock was associated with loss of 
fluid into the interstitial spaces due to 
increased capillary permeability. Clark 
et al,2 applied the term “chronic shock” 
to the depleted patients who were shown 
to have, along with their weight loss, a 
shrunken plasma and blood volume, and a 
reduced total hemoglobin mass. The chief 
factor capable of correction was the hemo- 
globin mass, by means of whole blood 
transfusion. It had already been shown 
that here lay the first priority of protein 
which had to be elevated before circulat- 
ing serum protein levels would rise or 
muscle tissue increase.? Total blood vol- 
ume would then rise secondarily due to 
the increased osmotic pressure pulling in 
fluid from the interstitial spaces. 

Whereas hemoglobin determination. 
hematocrit, blood counts, total protein 
and A/G ratio, specific gravity by falling 
drop method and copper sulfate solutions, 
had served as a rough guide, it has be- 
come evident determination of the blood 
volume, and from this the hemoglobin 
mass, was more precise in serving as a 
guide to accurate preoperative prepara: 
tion. 
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Figure 1. Gamble's diagram of body compart- 
ments shows the division of the body fluids by 
weight and their manner of shifting., governed 
by the available quantities of fluids and electro- 
lyte and the osmotic properties of the protein 
in the serum and in the red blood cell.* 


(Rowntree) A substance which is non- 
toxic, and which, united with the protein 
so that it would not be lost rapidly from 
the blood stream, was sought for this 
blood volume study.® This material had 
to have some property of quantitative and 


Preserted at the Fifth Annual Convention Interna- 
tional Academy of Proctology, May 28, 1953, Jersey 
ity, 
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cualitative identification. Of the many 
dyes tried, of which there were sixty in 
pumber, T-1824 Evans Blue was chosen 
Sy a committee as the best and is today 
ihe most commonly employed. Other 
methods employed are by carbon monox- 
ide, antigen sensitized serum, red cell 
suspension, iron isotope and most re- 
cently, radio-active factors. All methods 
depend on the dilution principle of Ficke. 

Complicated laboratory processes and 
the challenged accuracy of the methods, 
impeded their general adoption. These 
factors are better comprehended today 
and have been simplified. Thus the dye 
method is accurate to within 5%, erring 
on the high side chiefly due to the in- 
creased hematocrit of the peripheral 
venous blood over the deep blood. The 
error due to leakage of serum into the 
lymphatics has long been known, and has 
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shown to be negligible by Price and Long- 
mire’ who ligated the thoracic duct in 
dogs used for the test. Using the Geiger 
counter with radioactive materials is 
known to err 5% on the low side. The 
dye method, using T-1824 Dye*, is the 
method of choice in the present series. 
using the Evelyn electrophotometer with 
620 mu filter. 


Conversion of the galvanometric values 
into optic values according to the Lamber- 


The Dye T 1824: Nature and Properties 


NH, OH OH NH, 


on @ Ome ae o nies 9 a 
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Figure 2. The T-1824 Dye chemical structure is 
shown.” Molecular weight is 960. Color changes 
pH 10. 


~ *Warner-Chilicott Co., New York I!, N. Y. 


Persert: terererers (riterer) 


Aj beeee 





560 600 





640 


WAVELENGTH 





(MILLIMICRONS) 


Figure 3. This substance has constant chemical and optical characteristics, Light absorption occurs 
@ 620 mu in the spectrum, allowing its density to be measured by means of the photoelectric cell 
of the electrophotometer or spectrophotometer. 
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Beer law permits calculation of the plasma 
volume, blood volume, total hemoglobin 
mass which can then be used to determine 
the W-B required for correction of the 
depleted patient. These will be 
in the next figure. 

The T-1824 dye attaches to the albumen 
in the ratio of 10:1. After this has been 
saturated, the dye attaches to the globulin, 
but in a lesser ratio. It was once consid- 
ered necessary to give a preliminary dose 
of dye to saturate the recticulo-endothelial 
system. This was found to be true for 
dogs but not in human beings. A “mix- 
ing phase” occurs during the first six 
minutes, but a fair sampling of the diluted 
dye can be taken in ten minutes.® 

A modification of Gregersen’s method 
is followed, using a 1/50 sol. of dye 
diluted 1:10 with patient’s plasma to yield 
1:500 sol. as the standard. The unknown 
is taken from the patient’s blood after 
introduction of 2500 mg. of dye in 5 ce. 
of sol.1° 

Three hundred and fifty cases have been 
done satisfactorily since 1949, when this 
method was first introduced at Jersey City 
Medical Center on the Surgical Service. 

Let us take some cases of the series for 
illustration: 

I. W.B. (E.J.H.). Figure 4. A 56 year 


white male diagnosed as adenocarcinoma 


shown 


W.B, JAN, 15.52 
WT, 225 LBS,-102 K, 
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A 73,0 0, 1367 
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3175 CC. - 4590 CC, 
BV. - Py. X 100 BV, - 102 X 85 
‘H i 
- 5200 CC sienniadied 
TOT, HGB,- 52 X 10 TOT, HGB,- 86,7 X 15 
5206, 1300 G 





1300 - 520 
15 
= §200 CC, 


WB REQ —_ 


236 





of the rectosigmoid. Weight loss 25 Ibs. 
in 4 months. 

This patient received 4500 cc. whole 
blood over a six day period. On Jan. 21, 
1952, just prior to surgery, another de- 
termination was carried out as follows: 

Het. 56% 

Hgb. 16.5 G.% 

PY 3735 cc. 

BV 8488 cc. 

Total Hgb. 1400 G. 

Thus the patient was brought to a total 
of 1400 grams by transfusion. This dem- 
onstrates the degree of accuracy with this 
method of control. 

At operation, consisting of abdomino- 
perineal resection, 2500 cc. whole blood 
was given. Pressure was well maintained 
and the patient is doing well. 

The remaining figures do not show 
the detailed calculation but rather attempt 
to show graphically the volumes involved. 
Calculated volumes are on the left, esti- 
mated normal volumes on the right, 
toward which correction by transfusion is 
made. 

Hi. L.D. #473870 (1.M.). Figure 5. A 


59 year old male with dysphagia and re- 
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gurgitation. One massive hemorrhage two 
years prior to operation. 
Diagnosis: 1. gastric ulcer of the an- 
trum. 
This demonstrates a case with normal 


2. para-esophageal hiatus hernia. 
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Het. & Hgb. who required transfusion 
preoperatively. 

During operation, consisting of sub- 
total gastrectomy and repair of hiatus 
hernia, the patient received 

glucose 1000 ce. 

whole blood 1000 cc. 

Pathological Diagnosis: Benign ulcer. 

Postoperative Course: Complicated by 
blowing out of duodenal stump. Patient 
drained through the wound and drain in 
situ. Discharged 27th postoperative day 
with excellent functional result. 

Wi. N.H. #477574 (1.M.). Figure 6. 
A 56 year old white male with a ten year 
old duodenal ulcer history now showing 
signs of pyloric obstruction. There is also 
a past history of tuberculosis for which 
the patient had been put on bed rest for 
one year, ten years prior to operation. 

This patient appeared thin and emaci- 
ated, and surely appeared to require 


blood. 
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This amount is considered close enough 
to normal not to warrant transfusion, and 
none was given. 

At operation, (subtotal gastrectomy). 
the patient received: 

1000 cc. whole blood 

400 cc. glucose 

100 ce. saline 
to maintain his pressure. 
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Pathological Diagnosis: Chronic peptic 
ulcer. 

Postoperative Course: Uneventful. Pa- 
tient was ready for discharge on 10th post- 
operative day, but stayed on as a boarder 
till 27th postoperative day. 

IV. M.O. #467200 (E.J.H.). Figure 7. 
A 68 year old male complaining of pro- 
gressive dysphagia of six months duration. 
Weight loss of 15 lbs. in past year. Diag- 
nosis of carcinoma of esophagus, mid 1/3. 
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At operation, right sided esophagectomy, 
patient received 2000 cc. of whole blood 
to maintain the blood pressure shown. 

Pathological Diagnosis: Squamous cell 
carcinoma, type II. 

Postoperative Course: Relatively un- 
eventful. Patient was discharged 15th 
postoperative day. 

V. A.K. #470333 (E.J.H.). Figure 8. 
An 86 year old white female complaining 
of weakness, progressive anorexia, weight 
loss 15 lbs., watery diarrhea 6-8 x/day. 
Lower abdominal “ache”’—4-5 years. 

At operation, consisting of anterior re- 
section of the sigmoid, and colostomy. 
leaving the rectum in situ, patient re- 
ceived 

1000 cc. W-B 

100 ce. glucose 

The blood pressure is shown to spike 
because patient was receiving neo syne- 
phrine. This patient’s blood volume had 
been corrected yet patient could not main- 
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tain her pressure except with aid of ana- 
leptics. This case might be cited as a 
case of shock with normovolemia, which 
is being recognized in human beings more 
frequently as patients with corrected vol- 
umes are subjected to major surgery. This 
will be discussed later. The rectum was 
not removed since only a palliative pro- 
cedure was indicated. 

Pathological Diagnosis: Adenocarci- 
noma Type II. 

Postoperative Course: Relatively un- 
eventful. Patient eventually went home. 

This patient is presented to show the 
value of control of preoperative trans- 
fusion. One would hesitate to give these 
large quantities of blood to such an 
elderly individual merely on clinical judg- 
ment. 

Vi. M.M. #478927 (E.J.H.). Figure 9. 


A 58 year old white female with known 
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diabetes, 15 years duration, presenting a 
large left upper quadrant mass extending 
from the liver region. Liver Battery was 
neg. G-I series suggested this mass to be 
extra-luminal. 

At operation, consisting of subtotal re- 
section of left lobe of liver and chole- 
cystostomy for stone, patient received 2500 
cc. whole blood to maintain the illustrated 
blood pressure. 

Pathological Diagnosis: Cavernous he- 
mangioma. 

Postoperative Course: Marked by 
pleural effusion with underlying broncho- 
pneumonia, which finally yielded to re- 
peated aspiration. Patient went home on 
79th postoperative day. 

Vil. P.F. #48492 (1.M.). Figure 10. A 
69 year old white female with partial ob- 
struction of rectosigmoid. 
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At operation, consisting of one stage 


abdomino-perineal resection _ including 
uterus and parailiac nodes, patient was 
given 1500 cc. W-B and glucose 500 cc. 
Neo-synephrine was given with depres- 
sions of blood pressure. With blood vol- 
ume corrected to normal levels, the use of 
vaso constrictors e.g. neo-synephrine and 
nor-epinephrine has been widely adopted 
to control fall of blood pressure with 
marked success. 

Pathological Diagnosis: Adeno carci- 
noma of intestine Type II with extension 
to uterus and metastasis to L-nodes. 
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Postoperative Course: Relatively un- 
eventful. Patient went home 16th 
postoperative day. 

Vill. JW. #489904 (E.J.H.). Figure 
11. A 69 year old white male with ten 
month history of gastro-intestinal symp- 
toms, relieved by food. Pain 
shortly after eating. 

Weight loss 10 Ibs. 


on 


occurred 


Preoperative diag- 
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At operation consisting of total gas- 
trectomy and splenectomy, patient re- 
ceived whole blood 1000 cc., glucose 600 
ce., saline 250 cc. to maintain the pres- 
sure as shown. 

Pathological Diagnosis: Infiltrating ade- 
nocarcinoma of stomach, Type II. This 
lesion was located near the cardia. 

Postoperative Course: Relatively un- 
eventful. Patient was discharged on 20th 
postoperative day. 

IX. S.G. #433954 (E.J.H.). Figure 12. 
A 38 yead old white male, complaining of 
severe bouts of epigastric pain, two years 
duration. 

Patient was given 1000 cc. of blood be- 
fore the determination had been com- 
pleted, since, from the depleted appear- 
ance of the patient, he appeared to re- 
quire blood without delay. 

On repetition of the B-V determination 
is as shown at right. 

At operation consisting of a transthor- 
acic total gastrectomy, lower esophageal 
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segment resection and splenectomy, the 
patient received blood 2500 cc., glucose 
500 ce., saline 750 cc., plasma 500 cc. to 
maintain the pressure curve shown. 

Pathological Diagnosis: Anaplastic car- 
cinoma—Type_ III, 
Lymph nodes. 

Normal spleen. 

Postoperative Course: Patient developed 
pleural effusion which yielded to aspira- 
tion. Patient was slow in regaining weight 
and strength but did leave the hospital 
to care of his own physician on the 20th 
postoperative day. 

X. S.Mcl. #429631 (E.J.H.). Figure 13. 
A 46 year old white male with massive 
bleeding from the G-I tract, exact source 
undetermined at that time, later found to 
have a doudenal ulcer. 

Sept 12, 1949 

Due to misplaced zeal the patient in- 
advertently received: 


with metastases to 





Glucose in 
Whole Distilled 

Blood Saline Water  Peros 
12— 3000cc. 200cc. 1000cc. 1070 cc. 
13— 4000cc. 400cc. 3000ce. 1130 ce. 

not 
14— 3000cc. 400cc. 1000cc. totaled 
10,000 ce. 1000 cc. 5000cc. 2200 ce. 


This patient was thrown into pulmonary 
edema and peripheral edema of neck and 
extremities. This is the only instance of 
edema attributable to excess parenteral 
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fluid therapy, and is obviously due to 
poor control. 

This patient recovered on no definitive 
therapy other than judicious withholding 
of fluid. His bleeding ceased and he was 
eventually sent home without surgery. 

XI. L.P. #452919 (E.J.H.). Figure 14. 
An 84 year old white female admitted Jan. 
29, 1950, with a small and large bowel 
distention due to obstructive lesion of the 
caecum for which a hemicolectomy was 
performed on admission. 

Pathological Diagnosis: Adeno-carci- 
noma of caecum. On April 19, 1950— 
ileocolostomy was closed. In preparation 
for this procedure patient was transfused 
with 1500 cc. W-B on basis of “clinical 
appearance.” 

At this point the following figures were 
obtained on blood volume study. 
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Transfusions were stopped immediately. 
On April 25, 1950, 5th postoperative day, 
patient died, following 2 days of con- 
vulsive seizures characteristic of a cerebro- 
vascular accident. 

It is possible that we are not blameless 
in having contributed to this catastrophe 
by uncontrolled transfusions. One cannot 
depend entirely upon clinical judgment. 

XI. W.K. #447864 (E.J.H.). Figure 
15. A 62 year old white male with epi- 
gastric pain, two years duration. 

At operation—consisting oi 
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gastrectomy, patient received blood 300 
ce., saline 100 cc. 

Pathological Diagnosis: Chronic ulcer. 

Postoperative Course: Complete dehis- 
cence and evisceration on the 8th postop- 
erative day, treated by closure in the 
operating room when recognized. Recov- 
ery was then uneventful. Patient was dis- 
charged on the 35th postoperative day. 
This was the one case of dehiscence and 
evisceration in the series. 

XIII. H.K. #456849 (E.J.H.). A 69 
year old white male was admitted to the 
hospital for a chronic perforating gastro- 
jejunal ulcer. Five years previously, in 
the hands of the same surgeon, patient 
had a gastro-enterostomy since he was 
judged to be unable to tolerate a gas- 
trectomy at the time of operation. 


Weight 155 Ibs. 


Het. 31.0% RBC4.09 million 
Hgb. 9.0G% 
Total Hgb. Total Hgb. 
439 G. BV 892 G. BV 
PV 4877 PV 5950 ce. 
3365 3150 


W-B required 3000 ce. 

On April 4, 1950—subtotal gastrectomy. 
Operating time 31% hrs. 

W-B in O-R 1000 ce. 

5% gluc/dw 350 ce. 

No shock. 

Discharged 12th postoperative day. 
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This case demonstrates improved sur- 
sical risk of a patient 5 years after he 
had been deemed a poor risk for a simi- 
jarly indicated operation. 

XIV. Oldrick (E.J.H.). Figure 16. A 48 
year old white male admitted to the hos- 
pital after driving his pick-up truck into 
a ditch. On examination, he was found 
to have a splenomegaly and a RBC of 6.1 
million and a Hgb. of 21. Curious as to 
blood volume, the following figures were 
obtained. 
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This case is shown merely for the ex- 
tremely large values obtained. 

Discussion The administration of 
blood pre-operatively has led to certain 
observations which are not necessarily 
confirmed by controls. 

1. It would appear certain that healing 
is enhanced by bringing the hemoglobin 
mass up to normal. This allows other 
protein requirements to be satisfied ac- 
cording to their priorities. The hemo- 
globin mass has first priority, followed by 
satisfaction of circulating serum protein, 
and finally the protein demands of muscle 
tissue. It has been established that weight 
gain will not take place until hemoglobin 
mass has been restored. This is the basis 
for quick restoration of the reserve and 
improved healing. In the prepared cases 
there has been one instance of eviscer- 
ation. It is suggested that the improved 
availability of protein for wound healing 
is due to satisfying of hemoglobin demand. 

2. The patients prepared as outlined 
have shown a considerable improvement 
in withstanding operative trauma. With 
blood loss being replaced at the table, 
shock is rarely seen even with the most 


(Vol. 5, No. 4) DECEMBER 1954 














20 
Pm a oe eg 
P= t 
Foe Pes f 
oO = — 

a 
ts 20) w | et ert ee rtd 
2 mse is 
3 y; ~~ z 
= / SS ¢ 
re) / * 

Z Soo 
go ye 
€ fie 4 — eee angers, 
z 5 
WwW 
9 = 
x °20 e 2 
way — —., # 2 
vis a 
/ Len 
Pa, 
, ae . 
a 
-20! 20 





(234567869 0 ‘234567698 
POSTOPERATIVE DAYS 


heroic procedures. With the practical 
disappearance of shock in the operating 
room, lower nephron nephrosis has also 
diminished. Recently, in water balance 
studies carried on by Dr. Nunes of our 
hospital, (to be published) in pre- and 
postoperative states in “normal patients” 
—it has been observed that oliguria occurs 
during the first 24-48 hour period, which 
later compensates by diuresis. 

There is no evidence of massive kidney 
damage as occurs in lower nephron ne- 
phrosis. The picture appears to be that 
of a state of “water intolerance” similar 
to the condition of postoperative “salt in- 
tolerance” of Coller. This condition is not 
inconsistent with the behavior of the blood 
volume (with T-1824) and total inter- 
stitial fluid volumes (with sodium thio- 
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cyanate) determined by Lyons and Smith- 
wick et al. 

It is demonstrated that in hydrated 
patients, or patients in positive water bal- 
ance, the blood volumes and_ interstitial 
fluids increase during the first 4 post- 
operative days, and then approach the 
base line toward the 10th postoperative 
day. In contrast, the persons in negative 
water balance have a shrinkage of the 
blood volume and interstitial volumes dur- 
ing the first 4 postoperative days, and 
never quite approach the base line. Clin- 
ically this accounts for the poor postopera- 
tive course of poorly hydrated patients, 
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and for the increased volumes in the face 
of the observed oliguria, and the approach 
to normal volumes with the onset of rela- 
tive diuresis. 

The major operative procedures per- 
formed have indeed led us now to feel 
that the operative procedures themselves 
can well be tolerated by the prepared 
patient, as we conceive of proper pre-oper- 
ative preparation. This problem now ap- 
pears to be the maintenance of the post- 
operative patient beyond the 5th-7th post- 
operative day. Death and shock on the 
operating table has been virtually con- 
trolled, only to have the well maintained 
patient expire postoperatively on the sec- 
ond to fifth postoperative day, in spite of 
“adequate” hydration and added _trans- 
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fusion and urinary output. 

It is suggested that we are now seeing 
patients slip 
shock, which is irreversible. 
of irreversible shock has been studied in 
animals but has only recently been recog- 
nized in human beings. At a recent sym- 
posium on shock, R. Dr. Jacob Fine dem- 
onstrated, in dogs placed in standard con- 
ditions of irreversible shock by removal 
of 40% of blood volume, and replacement 
in 48 hours, that 18% of the animals re- 
When given aureomycin by 
mouth, in a similar series of dogs, 88% 
recovered. Since B. Welchii have been 
recovered from dog muscle, neomycin 
(which is not absorbed from the G-I 
tract), was given in a repetition of the 
experiment, and again 88% recovery of 
dogs occurred. From this he concluded 
that irreversibility is caused by toxins 
originating in G-I tract organisms. These 
are no longer metabolized by the liver, 
(damaged by anoxemia), to which the 
disulf hydryl radical attached to the toxin 
is brought for disposal (Shoor). This 
brings us again to the liver as a principal 
seat for shock origin as suggested by 
(Frank’s) recent liver perfusion experi- 
ments, and is suggestive of a therapeutic 
approach for irreversible shock. 


normo-volemic 
The concept 


who into 


covered. 


Summary 


1. The mechanism of protein, and 
particularly hemoglobin replenishment, 
and protein osmotic activity, in restoring 
body reserve to withstand operative shock 
has been discussed. 

2. A practical method of determining 
plasma volume, blood volume and total 
hemoglobin mass has been used to de- 
termine precise quantities of whole blood 
for pre-operative administration. 

3. Demonstrable cases in which the 
method has been employed have been 
presented. 


Bibilography 


|. Cournand et al. "Studies of Circulation in 
Clinical Shock" Surgery 13:964—1943. 
2. Clark J. Nelson, W. Lyons C. et al. "Chronic 


302 THE AMERICAN JOURNAL OF PROCTOLOGY 








aed 














Shock"’ — Problem of Reduced Blood Votume i 
the Chronically Ill Patient. | Concept of Chronic 
Shock. Ann. Surgery 125: 618-625 — 1947. 
|| Hemoglobin and Red Cell Deficits in Chronic 
Shock. Ann. Surgery 125. 625-637 — 1947. 
ill Quantitive Aspects of the Anemia Associated 
Malignant Tumors. Ann. Surgery 125: 638-646 
—1947, 

3. a) Whipple G. H. and Madden S. C. 
"Hemoglobin, Plasma Protein and Cell Protein 
—Their Interchange and Construction in Emer- 
gencies."’ Medicine 23:215-224—September, 
1944. 

b) Madden, S.C., Kattus, A.A. Jr., Carter, 
J.R., Miller, L.L. and Whipple, G.H. “Plasma 
Protein Production as influenced by Parenteral 
Protein Digests, Very High Protein Feeding, and 
Red Blood Cell Catabolism.'' J. Exper. Medicine 
82: 181-191 — September, 1945. 

c) Fowler, W.M., and Barer, A.P. ‘Rated 
Hemoglobin Regeneration in Blood Donors" 
JA.M.A. 118:420-427—February 7, 1942. 

4. Gamble, J. L. Chemical, Anatomy, Physi- 
ology and Pathology of Extracellular Fluid. 
Chart |, Harvard Univ. Press — 1942. 

5. Rowntree & Brown. Studies in Blood Volume 
with Dye Method — Annals of Internal Medi- 
cine. Vol. |, pages 890-901 — May 1928. 

6. a) Barnes, D.W.H., Lontit, J.F. and Reeves, 
E.B. A comparision of estimates of the Circula- 
tory Red Blood Cell Volume in Man given by 
T-1824 and Hct. Clin. Sec. 7: 155-173 — 1948. 


b) Chapin, M.A. and Ross, J.F. True Cell 
Volume by Dye Dilution by Protein Dilution and 
with Radioactive Iron. The Error of the Centri- 
fuge Hematocrit. Am. J. Physiol. 137: 447 — 
1942. 


+ 


Dr. Collins Recipient 
of New Honors 


Our President, Dr. Donald C. Collins 
of Hollywood, California, has been the 
recent recipient of new honors. Colonel 
Walter‘C. Bowman, U.S.A.F., retir., The 
National Commander of The Military Or- 
der of The Purple Heart, appointed Dr. 
Collins National-Surgeon of The Order to 
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in the New Sherman Hotel, Chicago, 
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Society upon Dr. Collins. On the after- 
noon of the following day, at the annual 
meeting of The American Medical Writ- 
ers’ Association, held at the New Hotel 
Sherman, Chicago, Illinois, Dr. Collins 
was reelected to The Board of Directors 
for an additional two years’ term and at 
the same time was elected to serve on The 
Executive Committee. 

At The Department of California an- 
nual convention of The Disabled American 
Veterans, in July, 1954, Dr. Collins was 
awarded The Department of California’s 
Distinguished Citation Award for his 
many years of service to disabled veterans. 
their widows and orphans. 
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Prevention of 


Postoperative 


Complications 


With the discovery of antibiotics, sul- 
fonamides, and improvements in surgical 
technic, the hazards of surgery have be- 
come less and less. The complications 
that follow operation, even though they 
have been remarkably reduced, are still 
with us, the minor ones causing discom- 
fort to the patient and the major ones 
endangering his life. 
had the experience of performing a rela- 
tively simple surgical procedure and then 


Many surgeons have 


later of having to worry themselves sick 
because of a complication or series of 
complications which places the patient’s 
life in jeopardy. 


Surgeons, working in country hospitals 
in small communities, must many times 
envy their brothers in the large urban 
centers who are able to perform an oper- 
ation, and then leave the postoperative 
care almost completely in the hands of the 
resident or intern staff. The surgeon in 
the smaller hospital has the entire burden 
and responsibility on his own shoulders. 
This, I am certain, is a blessing in dis- 
guise; it is this close contact with the 
patient, which begins prior to the oper- 
ation and lasts throughout his entire hos- 
pital stay, that gives the country surgeon 
the chance to study his patient closely in 
the immediate postoperative period and in 
his entire postoperative stay. After many 
years, this surgeon develops an instinct 
signs 


or a sense which, from clinical 


alone, gives him an idea of what is taking 


ALEXANDER SOLOSKO, M.D.* 
Meyersdale, Pa. 


place, and he is able to anticipate com- 
plications before they are in full bloom. 

The prevention of postoperative com- 
plications begins the moment the patient 
is admitted to the hospital which, except 
in emergencies, is usually the day prior 
to the operation. How many surgeons 
know if their admitting clerks at their 
hospitals are temperamentally suited for 
their positions? Are the numerous ques- 
tions that are required asked in a kindly, 
polite, sympathetic, and friendly manner, 
or is the patient interrogated in a routine, 
bored, officious, and institutional manner 
which makes the patient feel that he is 
entering an institution rather than a house 
of mercy? The resentments that may be 
started in the admitting office are a bad 
psychological beginning for a worried and 
frightened preoperative patient. 

Many surgeons who have become too 
busy have forgotten the great need of a 
short visit to the patient’s bedside the 
evening prior to the operation. The com- 
fort that the patient receives from a few 
reassuring words that everything will be 
all right, and an explanation that every- 
thing has been taken care of, so that the 
patient need have no worry that some 
preparation will have been missed in his 
case, is a tremendous psychological lift 
to the patient’s morale. 

The preoperative patient, whether he is 


*Attending 
pital. 


surgeon, Meyersdale Community Hos 
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layman or physician, is a worried and 
‘rightened person. He is in a strange 
room, a strange bed, and to give him re- 
quired rest it is necessary to prescribe 
for him a generous dose of a sedative. 
in our hospital routine, an order giving 
patients three grains of a barbiturate such 
as nembutal is usually sufficient. The 
patient should be given his bath, and the 
operative area prepared prior to going to 
sleep, since he should not be disturbed 
further until the sedative is received in 
the morning, (usually after 6 or 7 a.m.). 
In our hospital, a nurse will gently waken 
the patient to give him additional bar- 
biturate; one hour later we give 100 mg. 
of demerol, and one-half hour later 1/100 
er. of hyoscine by hypodermic injection. 
However, we adjust the dosage of this 
premeditation to suit the individual patient 
when necessary. 

Whether surgical or medical, we do not 
allow our patients to be disturbed until 
7 am. I know that this is heresy in hos- 
pital administration since, in most large 
hospitals in order for the nurse on the 
night shift to be ready at 7 a.m. with 
all her temperatures taken, charts fin- 
ished, and baths given, it is necessary for 
her to start waking patients at 4:30 a.m. 
I know that this is true since I myself was 
a patient in two hospitals, and in each 
hospital it was routine. In our routine 
of not disturbing the patient, and because 
of the generous sedation, most of our 
patients never remember their trip to the 
operating room. 

The type of anesthetic is usually the 
choice of either the anesthetist or the 
surgeon. Our anesthetic of choice is 
Nupercaine (Jones’ solution) and in our 
hands it fulfills all the requirements of a 
safe and simple anesthetic. In thousands 
of cases over a period of more than 20 
years, we have never had a complication 
except occasional headache that could be 
attributed to its use. It gives profound 
relaxation which cannot be obtained with 
procaine or with the inhalant anesthetics, 
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Figure |. Blackboard on which is recorded the 
patient's blood pressure and pulse in minutes 
following onset of operation. This board is at 
the surgeon's eye level and directly facing the 
surgeons. 


and reduces the use of retractors, gauze 
packs, etc. to a minimum. Lasting two 
hours, this anesthetic makes the closure 
of the incision a simple procedure because 
of its profound relaxation. 

Prior to the induction of the anesthesia, 
it is routine for the circulating nurse to 
open the container which we call the 
“lifesaving box.” In this box are kept, 
sterilized and ready for use, a laryngo- 
scope with adjustable blades for adults 
and children, intratracheal catheters, 
bronchoscopes of different sizes, and 
tracheotomy sets. This is the equipment 
which one may be called upon suddenly 
to use in cases of sudden collapse due to 
asphyxia or respiratory depression. It is 
part of the nurse’s duty to check the lamps 
to make certain that the laryngoscopes are 
in working order. 
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As the anesthetist takes the patient’s 
blood pressure, pulse, and _ respirations 
and marks these on his chart, the circulat- 
ing nurse copies the data on a blackboard 
which is on the operating room wall fac- 
ing the operator. By simply glancing 
at the board, the surgeon knows the 
patient’s condition without having to ask 
the anesthetist or make any unnecessary 
conversation which, of course, has no 
place in the operating room. 

The type of incision is important, both 
from a healing standpoint and for the 
patient’s comfort. Where possible, trans- 
verse incisions are made. If it is necessary 
to go into the midline, the incision is made 
in the linea alba. We know that trans- 
verse incisions hold the suture better be- 
cause the fibers of the transversalis fascia 
run in a horizontal pattern. The trans- 
verse closure is more comfortable for the 
patient because, should the patient strain. 
cough, or bend his body, the incision 
has a tendency to close rather than to 
gape. 

In order to keep postoperative edema 
of the tissues to a minimum and encour- 
age better healing, scissors are seldom 
used and all dissections, wherever pos- 
sible, are performed with the use of a 
sharp knife. 

The stump of the appendix and the 
open bowel are not treated with antisep- 
tics such as iodine or carbolic acid, since 
tissues will heal much more rapidly and 
combat infection if they are not handi- 
capped by being traumatized by anti- 
septics. 

Recently, for closing the skin we have 
used a subcuticular pull out suture of 00 
dermalon nylon. A small knot is tied at 
the start and finish of the suture. The 
ends are tied to some buttons. When 
healing has occurred one knot is cut and 
the suture is simply pulled out. This 
takes but a second and is without discom- 
fort to the patient. 

Where it is necessary to use drainage, 
steel sump 


we use Babcock’s stainless 





drains attached to a continuous suction 
machine. Where possible we avoid plac- 
ing rubber in the abdominal cavity, be- 
cause we know that without 
suction it only acts as a wick and not as a 
true drain since fluids cannot be moved 
uphill except by suction. Following chol- 
ecystectomy, the sump drain which is 
placed in Morrison’s pouch is of great 
benefit to both the patient and surgeon. 
Routinely the suction bottle is emptied 
every four hours, and the quantity and 
character of the suction material is re- 
corded. In the average gallbladder case, 
the drainage will almost stop in 18 to 24 
hour, at which time the sump drain is re- 
moved. The record of the sump drainage 
gives an accurate indication of what is 
going on in the gallbladder bed. Should 
the suture or tie come off the cystic duct, 
there will be a copious drainage of bile. 
Similarly, a sudden amount of bright red 
blood would indicate that the cystic ar- 
tery has lost its ligature. Sudden copious 
amounts of clear fluid would indicate an 
Since stainless steel is 


continuous 


impending ileus. 
inert, there is no reaction about the tube. 
When it is removed, one knows that there 
is no exudate left in Morrison’s pouch 
or under the liver to cause a subphrenic 
hematoma or abscess. 

It is not advisable to get the patient 
out of bed when you are using a Babcock 
sump drain because of the possibility that 





Figure Il. Complete set of Babcock's stain- 
less steel sump drains which are used in connec- 
tion with a continuous suction machine. 
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‘; may perforate a viscus. We therefore 
increase the leg exercises while they are 
recumbent. When the sump drain is 
removed, which is usually in 18 to 24 
hours, we immediately get the patient out 
of bed. 

Stainless steel sutures of 30 to 36 gauge 
are our sutures of choice. Dr. Babcock,} 
who did such monumental work in popu- 
larizing stainless steel sutures, showed 
in his researches that, when tissues are 
sutured with catgut, there is a four to 
five day period when the area around the 
suture is in reality a sterile abscess due 
to the influx of polymorphonuclear cells 
and lymphocytes. The catgut acts as a 
foreign body and causes a foreign body 
reaction. He showed that it was only 
on the fifth day that fibroblasts invaded 
the area and healing actually began. 
However, when stainless steel sutures were 
used, they caused no foreign body re- 
action, and fibroblasts came to the in- 
cisional area and healing began almost 
immediately. In closing subcostal or mid- 
line incisions, the Smead _through-and- 
through suture is used; it eliminates dead 
space and seems to cause less postopera- 


It definitely cuts 
postoperative 


tive incisional pain. 


down the incidence of 
hernia. 

Following the operation, the patient 
should be taken to a postanesthesia re- 
covery room until he reacts from the an- 
esthetic. This recovery room should be 
situated close to the operating room and 
should have the following equipment: suc- 
tion with rubber tips; resuscitator; oxy- 
gen with nasal catheters; I. V. fluids, 
tubing, needles, etc.; several I.V. stand- 
ards; clock with a second hand; intuba- 
tion outfits for adult and child; anesthesia 
machine with a bag for rebreathing and 
additional tanks; sets of syringes with 
needles; cotton blankets; blood pressure 
apparatus; airways; three sets of shock 
blocks; restraining straps; and, a chart 
on the wall for artificial respiration (Hol- 
ger-Nielsen armlift back pressure method). 

When the patient is taken back to his 
room, a set of routine postoperative or- 
ders is followed to eliminate postoperative 
complications. These rules, which are 
simple to follow, are printed on pads 
with a mucilage base so that it is easy to 
stick them onto the postoperative sheet. 





AND 


_ 


’ first 48 hours. 





THESE ORDERS ARE TO BE CARRIED OUT ON ALL PATIENTS 
UNDERGOING MAJOR SURGERY OPERATED ON BY DR. SOLOSKO, 
ARE IN ADDITION TO ANY OTHER ORDERS WRITTEN. 


1. Enema the evening before operation. 

2. Urine specimen to laboratory 18, 30 and 48 hours post-operatively. 
Specimen to be marked for S.G. and acetone only. 

Foot of bed to be elevated for 24 hours post-operatively. 

No pillows under knees during entire hospital stay. 

5. Leg exercise every hour while in bed and awake. Breathing exercise 


6. Vitamin C 100 mg. daily from day of admission until patient is dis- 
charged. (Intramuscular first few days post-operatively.) 

7. When fluids necessary, normal saline solution to be limited to 1000 
cc. in any 24 hours when no Wangensteen used. With Wangensteen, 
saline to be limited to 1500 cc. in 24 hours. No limit to amount of 
dextrose in distilled water that may be used. 


8. Out of bed for leg and breathing exercise 8 hours post-operatively. 








Figure 111. Set of postoperative orders which are pasted on doctors’ order sheet following every 
major operation, 
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We all know that the simplest procedures 
are usually the most efficient and are 
easiest to carry out. 

1. Postoperatively, the foot of the bed 
is elevated for 24 hours, because we know 
that following operations there is slowing 
of the circulation in the calf veins and, 
where the patient is not walking, advantage 
is taken of postural drainage. 

2. No pillows are allowed to be placed 
under the knees during the entire hospital 
stay. Many nurses, unless they are told not 
to, will insist on making the patient com- 
fortable by putting a pillow under his 
knees. We know that in this manner pres- 
sure may be placed against the popliteal 
veins and stasis may also be increased in 
the calf veins. 

3. Eight hours postoperatively. we get 
the patient out of bed for breathing and 
leg exercises. It is less painful for the 
patient and less strain on the incision if 
the patient will turn on his side and sit up 
from this side position. He is helped by 
his nurse and, after sitting on the edge 
of the bed for a few moments, he is clowly 
allowed to put both feet on the floor. He 
raises and lowers each leg several times. 
and he is urged to cough in order ot bring 
up any mucus plug which could lead to 
pulmonary complications. The following 
morning, he is gotten out of bed again, and 
this time he is walked around the room. 
It is a great psychological lift for a patient 
who has had a serious operation to be 
out of bed in this short period of time. 
There is no doubt that many patients lie 
in bed following operations and wonder if 
they will ever leave their beds or if they 
will recover. Besides the psychological up- 
lift, the activity of walking increases the 
circulation, and they are able to breathe 
better from a standing position rather than 
from lying in bed. Since we started early 
ambulation many years ago. we have prac- 
tically eliminated the use of prostigmin 
and pitressin, and we never use rectal 
tubes. Most of our patients have a normal 
bowel movement on the third day. If not, 





% 


Figure IV. Mr. |. S., age 35; gastric resection 
for intractable chronic duodenal ulcer, 24 
hours postoperative. Note that duodenal tube 
has been clamped off and separated from 
suction machine. However, patient is able to 
exercise his legs because fluids are continuing 
through cannula in vein in left antecubital 
fossa. 


they are given a low enema. 

Getting out of bed and walking in the 
first 24 hours after an operation is the 
greatest single factor in eliminating deaths 
from pulmonary infarction and embolism. 
For this reason, we almost never use di- 
cumarol and heparin and we have not had 
a fatality from pulmonary embolism for 
the past 9 years. 

We try to anticipate dehydration and 
acidosis rather than treating it after it 
is in full bloom. For this reason, it is a 
routine order to send a specimen of the 
patient’s urine to the laboratory 18, 30 and 
48 hours postoperatively. This specimen 
is marked for specific gravity and acetone 
only. Many patients will show a three or 
four plus acetone for 24 or 48 hours be- 
fore they begin to vomit or show other 
signs of acidosis. We do not give intra- 
venous fluids routinely, but only when in- 
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dicated by specific gravity and acetone 
tests. When fluids are used, we limit the 
amount of normal saline to 1,000 cc. in 
any 24 hours when no duodenal drainage 
is used. With duodenal drainage we allow 
1,500 cc. in 24 hours. All of us know 
that saline in excess can be very dele- 
terious to patients. We give as much 
other fluids as is indicated by the patient’s 
condition. Whenever the patient is get- 
ting parenteral therapy for longer than 
24 hours, we add potassium to the intra- 
venous fluids as a safeguard against ileus. 
Since Weinstein? of George Washington 
University has so definitely demonstrated 
in his researches the advantage to the 
patient of Invert sugar, it is now our 


choice of carbohydrate for parenteral 
therapy. When it is necessary to give 


patients fluids continuously for three or 
four days, a cannula is placed in a vein 
in the antecubital fossa in order that the 





Figure V. Mrs. H. C., age 43; cholecystec- 
tomy. Immediately following operation, showing 
sump drain in place with minimal gauze dress 
ing and adhesive. Note two small pieces of 
gauze which are fixed to sump drain. This is a 
safeguard against drain being lost in abdominal 
cavity. 
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67; chole- 
dochostomy for stone in common duct, 4 days 
postoperative. Sump drain has been removed 
and no dressing on incision, T tube drainage 


Figure VI. Mrs. M. D., age 


through independent stab wound lateral to 


incision. 


patient can get out of bed and ambulate 
without having to worry about the infusion 
needle getting out of place. 

A minimum of dressing is used on the 
incision. Following the operation, a small 
piece of gauze is placed on the incision 
and just enough adhesive to keep the 
dressing in place. On the third day, if 
the wound is clean and not draining, all 
dressings are removed. It is obvious that 
an incision will heal faster and cleaner 
if it is exposed to the air rather than if it 
is in contact with a moist warm sponge 
that is usually bloody and must be con- 
taminated with organisms. 

The reason we do not use excessive ad- 
hesive bandage is because in the upper 
abdomen it hinders respiratory movements, 
and in the lower abdomen it splints the 
muscles. We know that if the biceps 
muscle was splinted for 8 to 10 days 
there would be definite weakness and mod- 
erate atrophy in it. Therefore, it is logical 
that the same thing must happen to the 


rectus muscle, Jncisions will heal more 
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rapidly and more soundly if there is mus- 
cular activity in the abdominal muscles. 
The muscle action increases the rate of 
blood flow and is physiologically more 
sound than putting the abdominal muscles 
at rest. For the same reason, we dis- 
courage the use of abdominal supports, 





postoperative belts, and tight girdles since 
they are deleterious to proper muscular 
activity. They can lead only to atrophy 
and loss of tone in the muscles, and they 
predispose to later incisional weakness 


and hernias. 


Summary 


This paper presents a set of rules 
which are based on physiological prin- 
ciples which the author feels will reduce 
postoperative complications to a mini- 
mum. These rules are simple, followed 
without difficulty by the nursing staff and 
the patient, and are based primarily on 
the fact that the active postoperative 


patient recovers more promptly than the 
one who is recumbent. Finally, every 
surgical patient, regardless of his social 
status, should be considered a frightened 
and worried human being rather than 
“the interesting colon case on the third 
floor” or “the fibroid case in Room 6.” 
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Problems in 


Diagnosis of 


Colonic Neoplasms 


The diagnosis of benign and malignant 
neoplasms of the colon is usually not 
difficult. In a few instances, however, a 
problem arises because of certain factors, 
most of which, fortunately, are amenable 
to correction. Frequent causes of error 
in diagnosis are the failure to conduct a 
thorough clinical study, the neglect to do 
digital and endoscopic rectal examinations 
and relying solely on roentgen findings. 
The latter may be erroneous because of 
sources of error and limitations inherent 
in this highly developed, but nevertheless 
mechanical, method. 

As is true in all branches of medicine, 
an adequate clinical study, which should 
include an unhurried, carefully taken his- 
tory, a complete physical examination, 
and appropriate laboratory studies, is an 
essential pre-requisite to and equally im- 
portant as the other methods of exam- 
ination. Repeated chemical analyses of 
the stool: for occult blood, although a 
simple laboratory test, is very helpful in 
pointing te an ulcerating or neoplastic 
lesion in the gastro-intestinal tract. 

It may appear trite and elementary, but 
nevertheless justifiable, to re-emphasize 
the oft-repeated admonition to do a digital 
rectal examination on all adults as part 
of the general physical examination re- 
gardless of the patient’s symptoms. Con- 
sidering that more than half of all cases 
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of colonic malignancy are located in the 
lower rectum and can be palpated digi- 
tally, it is a pity that so many early cases 
are undiagnosed as a result of the patient’s 
failure to seek medical attention and the 
physician’s neglect to make so simple and 
painless an examination. This is a sad 
commentary on the efficacy of the present 
high-powered cancer education drives 
among the laiety as well as the profession. 

Routine proctosigmoidoscopy, naturally 
preceded by digital rectal examination, 
has also been advocated by many as part 
of the diagnostic work-up in all patients. 
McCoy et al‘; at the George Washington 
University Hospital, in reporting their 
findings in sigmoidoscopic examination 
done routinely in one thousand new clinic 
patients, regardless of complaints or ill- 
nesses, found rectal or sigmoidal polyps 
in 2.9% and carcinoma in 0.5%. Only 
four of the thiry-four patients with polyps 
or carcinoma came to the clinic because 
of rectal complaints, so that the correct 
diagnosis would have been missed in the 
majority of these patients had they not 
had this routine distal colon study. 
Young,? in the Yater Clinic in Washing- 
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ton, D. C. in a similar study of routine 
sigmoidoscopy in five hundred asympto- 
matic patients, found polyps in 8.8% and 
carcinoma in 1%. 

Inasmuch as all observers agree that 
polyps are pre-cancerous lesions, their 
early discovery and removal is very im- 
portant if we are to improve our cancer 
control statistics. Certainly, in every 
patient complaining of any 
colonic symptoms such as abdominal dis- 
comfort or pain related to the act of defe- 
cation, persistent or increasing abdominal 
distension and peristaltic unrest, change 
in bowel habit, blood in the stools, or 
unexplained anemia or weight loss, the 
colon should be carefully studied, first 
by digital rectal examination followed by 
proctosigmoidoscopy, and finally by roent- 
gen examination. Inasmuch as about 80% 
of all colon malignancies occur within 
the reach of the sigmoidoscope, the value 
of this instrument cannot be over-empha- 


rectal or 


sized. 

Although all agree that the roentgen 
examination is one of the most important 
methods of diagnosing colonic lesions and, 
in fact, the only means of demonstrating 
those beyond the reach of the sigmoido- 
scope, it should be emphasized that sole 
reliance on it may lead to false con- 
clusions. We must recognize certain limi- 
tations and sources of error inherent in 
this diagnostic procedure. 

In the first place, the roentgen picture, 
either on the fluoroscopic screen or on the 
film, is not a true photograph. It is 
merely a two-dimensional silhouette, or 
shadow-graph, cast by opaque material 
contained in a hollow viscus. Thus, ex- 
act diagnosis of the specific nature of an 
intestinal tract lesion is not always pos- 
sible. This is not remarkable in view of 
the problem occasionally encountered by 
surgeons and pathologists in differentiat- 
ing between benign and malignant lesions, 
even with the aid of three dimensional 
vision, color and palpation of the speci- 


men. The frequent difficulty, and some- 





times impossibility, of grossly differentiat- 
ing diverticulitis from carcinoma in the 
sigmoid by the roentgenologist, the sur- 
geon and the pathologist is a classical 
example of this problem. 

The accuracy of roentgen diagnosis is 
dependent on many factors, the first of 
which, as emphasized above, is the help 
obtained from the clinical data. The 
choice of the correct method of examina- 
tion is important. For depicting colonic 
lesions, a properly performed barium 
enema examination, including double con- 
trast air studies, is essential. The ordi- 
nary gastrointestinal series, with barium 
given by mouth, usually fails to disclose 
a colonic neoplasm, unless partial or com- 
plete obstruction is present. If these lat- 
ter conditions are at all suspected, barium 
should never be given orally, as it may 
increase the degree of obstruction, some- 
times with serious consequences. In the 
complete study of the gastrointestinal 
tract, it is manifestly safer to begin with 
the barium enema examination before giv- 
ing barium by mouth. 

Adequate preparation of the patient by 
catharsis and cleansing enemas is manda- 
tory if one is to avoid errors of omission 
or commission. Stool or gas in the colon 
may cause filling defects resembling those 
produced by neoplasms. Spasm of seg- 
ments of the colon may be misinterpreted 
as representing organic defects and vice 
versa. Here, re-examination after a course 
of antispasmodic medication is indicated. 

Certain obvious technical factors play 
an important role in determining the ac- 
curacy of roentgen diagnosis. These are. 
adequate preparation of the examiner’s 
vision by dark adaptation; modern and 
powerful enough equipment allowing un- 
hurried, careful fluoroscopic examination 
with the continuous observation of the fill- 
ing of the colon with the opaque suspen- 
sion; rotation of the patient and separat- 
ing redundant loops of bowel, especially 
im the sigmoid and the flexures, in order 
to uncover any possible defects obscured 
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by the overlapping bowel; determination 
of tenderness, fixation and mobility of the 
various segments of the visualized colon 
and the study of the mucosal pattern after 
evacuation. Another valuable diagnostic 
aid is the double contrast enema examina- 
tion by insufflation of air into the colon 
after evacuation of the barium, so impor. 
tant in demonstrating polyps and small 
carcinomas. In doubtful cases the screen 
examination should be repeated as often 
as deemed necessary and supplemented by 
multiple films taken in all positions. 

Correct roentgen interpretation will de- 
pend on all of the above factors, together 
with the skill, training and experience of 
the examiner. He must either be a clin- 
ician himself or receive the fullest coop- 
eration of the referring clinician in evalu- 
ating the roentgen findings. We consider 
the clinical data, especially the history, t« 
be of paramount importance. In any 
given case, when the initial roentgen study 
is negative, and the clinical impression is 
suggestive or even suspicious of the pres- 
ence of a colonic lesion, we unhesitatingly 
repeat the roentgen examination one or 
more times, as required. 

The finding of a lesion by digital, rectal 
or proctosigmoidoscopic examination does 
not obviate the advisability of further 
study of the colon by barium enema ex- 
amination, for both polyps and malignancy 
may be multiple and other lesions may be 
found proximally. In the diagnosis of 
lesions of the rectum, a barium enema 
examination is not a reliable method, and 
chief reliance here is placed on the digital 
and endoscopic examinations. The rectal 
ampulla may fill up completely with the 
opaque material which can obscure a 


small lesion, and compression and _ palpa- 
tion cannot be satisfactorily employed in 
this region. Furthermore, reflux of barium 
into the terminal ileum may overshadow 
the rectum and sigmoid. Also, lesions of 
the rectum, sigmoid and the flextures may 
be obscured by overlying barium-filled 
redundant loops of colon. Rotation of the 
patient while under fluoroscopic observa- 
tion, and the taking of films in various 
oblique positions, are helpful in detecting 
these hidden lesions. Another location 
where a neoplasm may easily be missed 
is the posterior wall of the cecum and 
ascending colon because of the overfilling 
of this segment with the opaque suspen- 
Here, as elsewhere in the colon, 
post-evacuation mucosal studies, spot films 
with and double 
studies with air, are invaluable aids in 
discovering an otherwise  over-looked 
lesion. 

Filling defects of the distal colon may 
be due to pressure from extrinsic causes. 
such as a distended bladder, tumors of 
the pelvic organs, inflammatory masses, or 
retro-peritoneal tumors. As in intrinsic 
colonic tumors, the lumen is narrowed, but 
in extrinsic cases the outline of the defect 
is usually smooth, more extensive, shows 
displacement, and the mucosa is not in- 
volved in the defect. Here, as in diag- 
nosis in general, the clinical data is of 
help in differentiation. 

Finally, the finding of other pathology 
such as hemorrhoids, gall stones or peptic 
ulcer should not deter the physician from 
making a thorough study of the colon 
when the history suggests colonic disease. 
as frequently lesions in different organs 


sion. 


compression contrast 


are concomitant. 


Conclusion 


Although the diagnosis of benign and 
malignant neoplasms of the colon is 
usually not difficult, there are a few in- 
stances where a problem arises because 
of certain factors. These factors, most of 
which are amenable to correction, in- 
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clude inadequate clinical data, failure to 
perform digital and endosopic rectal ex- 
aminations and errors in roentgen prep- 
aration, technique and interpretation. 
Although the roentgen examination is 
of utmost importance in the demonstra- 
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tion of lesions of the colon, the sources 
of error and limitations inherent in this 
valuable method of diagnosis should be 
recognized. 

The present high rate of accuracy in 
roentgen diagnosis of colonic lesions can 





be still further increased by correcting or 
avoiding these sources of error and mak- 
ing the examination really complete. This 
will result in a higher percentage of 
possible cures in malignant disease be- 
cause of earlier diagnosis. 
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2801 Hudson Boulevard 


7th Annual Convention—International Academy of Proctology 


Plan now to attend the 7th Annual Con- 
vention of the International Academy of 
Proctology at The Plaza Hotel, New York 
City, March 23 to 26, 1955. The Inter- 
national, National, and Local Program 
Committees are planning an _ unusual 
seminar on anorectal and colon surgery. 
There will be special emphasis on ano- 
rectal presentations, and on panel dis- 
cussions, as requested by those who at- 
tended the Chicago meeting in 1954. 

Plans are being developed for wet clinics 
and lectures at the Jersey City Medical 
Center under the direction of Dr. Earl 
Halligan, surgeon-in-chief of the Medical 
Center. 

Eminent speakers from all parts of the 
country and abroad will present interesting 
papers and motion picture demonstrations 
of their personal techniques. Mexico is 
expected to be very well represented at 
this meeting. 

The delegates and trustees, and their 


wives, are cordially invited to cocktails 
and dinner on Tuesday evening, March 22, 
1955, the evening before the official open- 
ing of the scientific activities of the con- 
vention. Both members and non-members 
plan to attend the Saturday night, March 
26th banquet. The Banquet Committee 
promises the best cocktails and _ hors 
d’oeuvres in New York (prepared by the 
masters of The Plaza cuisine), and the 
finest dance music and entertainment for 
your pleasure. 

The Women’s Auxiliary has planned a 
very unusual program for the wives of 
the members and their guests. 

Please remember that all physicians and 
their wives are cordially invited to attend 
the annual conventions of the International 
Academy of Proctology, whether or not 
they are affiliated with the Academy. There 
is no fee for attendance at these teaching 
sessions of the Academy. 
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Surgical Complications of 


Regional Enteritis 


Regional ileitis was first described as 
a definite clinical and pathological entity 
in 1932 by Crohn, Ginsburg and Oppen- 
heim. Its etiology is unknown. Patho- 
logically, it conforms more or less to the 
non-specific granulomatous lesions of the 
gastrointestinal tract. It is distinctly a 
medical disease from a therapeutic stand- 
point, and is so treated. However, when 
complications develop, the disease then 
becomes distinctly a surgical disease. 

When studying regional ileitis one is 
impressed with certain characteristic fea- 
tures of this disease. It is a disease that 
begins in the early decades and rarely 
in the later decades of life. It begins as 
an acute manifestation which may spon- 
taneously subside, or continues to become 
a chronic progressive disease extending 
over many years. Its anatomic location is 
generally confined to the distal ileum, but 
may involve any or several segments of 
the ileum, jejunum, duodenum, stomach 
and even the esophagus and colon. It is 
notorious for its great variety of compli- 
cations and more so for its tendency to 
recurrences, sometimes within a few 
months to as late as 10 years after surgery. 
It is a disease often requiring multiple 
operations, either because the disease was 
unrecognized at the first operation or be- 
cause of its great tendency to recurrence. 
Finally, it is a disease for which neither 
medical nor surgical methods provide a 
permanent cure. Bockus has given this 
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disease a most appropriate name when he 
declared it to be a “Dread Disease”. 

The Diagnosis of regional ileitis is 
often a problem to both internist and 
surgeon. The acute form is rarely diag- 
nosed correctly clinically, and since its 
symptomatology simulates the symptoma- 
tology of acute appendicitis, such patients 
are often sent to surgery. Instead of find- 
ing an acutely inflamed appendix, an 
acutely inflamed terminal ileum is found. 
When this occurs the terminal ileum for 
some 20 to 30 cm. is edematous, thickened, 
reddened and sharply demarkated from 
the remaining bowel wall. (Figure 1.) 

The diagnosis of the chronic form of 
regional ileitis is much less difficult. Three 
forms are frequently described. In the 
first form there is a bloody diarrhea, loss 
of weight, anemia and a low grade fever. 
This form makes up about 29% of the 
cases of regional ileitis. The second form 
presents symptoms ef chronic small bowel 
obstruction, usually confirmed by roentge- 
nological studies. These studies reveal loss 
of the mucosal pattern and narrowing of 
the lumen of the small bowel. In rela- 
tively thin individuals a tender mass may 
be palpated in the lower abdomen, more 
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dt hate RED-PINK SURFACE 
Figure 1. Illustrating Acute Regional lleitis 
thought to be Acute Appendicitis. Acute Lesion 
not removed. Appendectomy only. No ill ef- 
ects. 
commonly in the right lower quadrant. 
About 32% of the patients having regional 
ileitis fall into this category. The third 
form of abscess or 
fistulous tract formation or both. Signs 


presents symptoms 
of intestinal obstruction may also be pres- 
ent. This group constitutes the most seri- 
ous form of regional ileitis, in which the 
various complications usually represent 
stages in the progressive transition from 
the medical form to the surgical form of 
regional ileitis. 

The Treatment of the acute form of 
regional enteritis or ileitis is decisively 


K.P. 






A 


SITE OF PREVIOUS 
\ ANASTOMOSIS - 1948 
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medical if a correct clinical diagnosis can 
be made. However, as its symptomatology 
is frequently so much like the sympto- 
matology of acute appendicitis, about 30% 
of such patients are taken to surgery foi 
suspected acute appendicitis. When this 
occurs two questions confront the surgeon 
One question is what should be done with 
the acute lesion in the ileum, and the other 
is, should or should one not remove the 
appendix. Since the acute form of regional 
ileitis may subside spontaneously, it is the 
opinion of the author that such an acute 
lesion should be left alone. Furthermore, 
since surgery is not a sure cure one should 
wait until complicaiions develop before 
attempting surgery. Such complications, if 
any, may require years to develop, and 
then surgery will be indicated. 

The second question, as to whether or 
not the appendix should be removed, is 
somewhat Those who are 
opposed to removing a normal appendix 
under these conditions contend that when 


controversial. 


an appendectomy is done there is danger 
of a fistulous tract forming at the operative 
site. This may occur when the base of the 
cecum at the appendiceal site is involved 
in the acute inflammatory process. This, 
however, is rare. The origin of fistulous 
tracts is otherwise never in the cecum but 





ILEOCOLOSTOMY 


EXCLUSION OPERATION 8-8-5! 
B 


Figure 2. Illustrating Chronic Regional lleitis with Obstruction and recurrence after resection 


at several levels, denoting the so-called 


"skip areas’. Exclusion Operation. 
I p 
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' THROUGH ILEUM 


SWOLLEN APPENDIX 
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8-19-48 
RIGHT HEMICOLECTOMY 
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Figure 3. Illustrates Chronic Regional lleitis with Abscess formation thought to be appendiceal 
in origin. Right hemicolectomy 16 months later. Single fistulous opening shown. 


in the terminal ileum, where the disease is 
primary. In the author’s experience no ill 
effects have ever been noted when the ap- 
pendix was removed in the presence of an 
acute regional ileitis. One such example is 
shown in Figure I of a ycung male, 13 
years old, who in 1951 had an appendec- 
tomy in the presence of an acute regional 
ileitis, and has remained well since. 

The treatment of the chronic form of 
regional ileitis is surgical when medical 
measures have failed to give relief. The 
various forms of complications belong in 
this surgical category and may be classi- 
fied under the following headings: 

(1) A progressive obstruction of the 
ileum at a single level or at multiple levels 
with so-called “skip” areas in between. 
Such “skip” areas are seen in Figure 2, 
a male patient, 38 years of age, who had 
been ill for some years. In 1948 he had a 
segment of regional ileitis resected but 
obtained no relief. Three years later he 
came under the author’s care with high 
grade obstruction requiring surgery. The 
figure shows the constriction at the old 
anastamotic site, and three additional 
thickened segments, the most advanced 
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one being at the terminal ileum. 

(2) Perforation of the ileum’ with 
localized or threatened generalized peri- 
tonitis. This form of complication is illus- 
trated in Figure 3. This concerns a male 
patient, 21 years of age, who had a so- 
called “appendiceal abscess” drained in 
April, 1947. He continued to have difficulty 
until August, 1948, when he was operated 
upon by the author, and a condition of 
advanced terminal ileitis was encountered, 
with a perforation thru the involved ileum. 

(3) Single or multiple perforations into 
an adjacent hollow viscus (colon or 
urinary bladder). The sketch in Figure 4 
represents the findings at surgery in a 
female, 48 years old, who for 12 years 
had been treated for “colitis”. Her condi- 
tion became progressively worse. She was 
admitted to the hospital, and on colon 
fluoroscopy presented the findings of a 
suspected malignancy of the cecum. Sur- 
gery was advised, and instead of a malig- 
nancy an advanced regional ileitis was 
found, with a fistulous perforation into 
the ascending and right transverse colon. 
These structures were al] matted together 
by inflammatory reaction, forming a huge 
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RIGHT HEMICOLEC TOMY 
6-35-46 


Figure 4. Illustrating Chronic Regional lleitis 
with fistulous perforations into the ascending 
and transverse colon, obstruction of ileum and 
three ''skip areas.” 


mass that occupied a large part of the 
right lower quadrant of the abdomen. 
Several additional segments of regional 
ileitis were found with “skip” areas be- 
tween. In Figure 5 there is presented an 
ileo-vesical fistula that the patient himself 
recognized when he would pass hulls of 


A.L...6=21-39 


peas, corn and tomato seeds in his urine. 

(4) Massive intestinal hemor- 
rhages with threatened exsanguination. 
The patient represented in Figure 6 is a 
female, 24 years old, who had an appen- 
dectomy in 1942. In April, 1947, she de- 
veloped a painful, tender mass in the right 
lower quadrant. She was treated with sul- 
fonamides and antibiotics. Two months 
later she developed a massive intestinal 
hemorrhage. An exploratory operation was 
performed by her physician. He removed 
tissue for biopsy (chronic inflammation). 
and then did a simple ileostomy. One 
month later an attempt was made to close 
the ileostomy, but was unsuccessful. A 
second attempt at closure failed. She then 
came under the author’s care. It was then 
obvious that these attempted closures were 
in a portion of diseased ileum. 

(5) Recurrences of any of the compli- 
cations, after having been treated once 
or several times before surgically. Figure 
7 deals with a male patient, 38 years old, 


tract 


\ 
\ 














RIGHT 
HEMICOLEC TOMY 
WITH PARTIAL BLADDER RESECTION 





A B 


Figure 5. Illustrating Chronic Regional lleitis with an ileovesical fistula and partial obstruction 
of ileum. Right hemicolectomy and partial bladder resection. 
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TWO ATTEMPTS AT 
CLOSURE FAILED 


JUNE- 1947 
JULY - 1947 
A 


Figure 6. Illustrating Regional lleitis with 
Massive Hemorrhage. Three operations before 
admission. Exclusion Operation. 


who came to us on September 7, 1948. He 
had had an appendectomy in 1931 without 
relief. In 1932 he was again operated 
upon, and a segment of his ileum was 
resected. He continued having trouble off 
and on, and when he came under our care 
in 1948 X-ray studies of the colon revealed 
no reflux of barium into the terminal 
ileum, and many distended loops of small 
intestine. He had not only developed a 
recurrence of regional ileitis, but two of 
its complications, namely a fistulous com- 
munication between the ileum and _ the 
transverse colon, and a partial intestinal 
obstruction. 

Fortunately, practically all of these 
complications fall into the group of elec- 
tive surgery. However, there are two com- 
plications that may on rare occasions 
require emergency surgical intervention. 
One is a perforation of the ileum with 
signs of a spreading peritonitis, requiring 
incision and drainage; the other consists 
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ILEOTRANSVERSE 
COLOSTOMY 
l2-9-47 







~ ILEOSTOMY 
¢ SINUS 





SINUS TRACT AND 





EXCISED 3-1-48 


of a massive intestinal hemorrhage that 
threatens the life of the patient after all 
conservative measures have failed. The 
surgical procedure necessitated by such an 
emergency must be either an exterioriza- 
tion or resection of the involved segment. 

In the surgical treatment of the elective 
complications of regional ileitis several 
methods over the years have evolved, each 
having certain indications for its use. Since 
the terminal ileum is the usual site for 
regional ileitis it is therefore also the usual 
site for the complications. The aim of the 
surgical procedures is to relieve the ob- 
struction by whatever surgical methods 
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SEGMENT OF ILEUM 








are indicated, and then eradicate the 
disease if possible by adequate radical re- 
section. 

The first method of surgical relief con- 
sists of a simple “by-pass” operation 
wherein the ileum well above the level of 
the lesion is employed in a side to side 
anastamosis to the transverse colon. This 
permits the ileal content to enter the colon 
and thus relieve the ebstruction (See Fig- 
ure 8). Its use today has only limited 
application, and is employed only when 
complications are far advanced and the 
patient is a poor surgical risk. Such a 
patient is one with severe nutritional and 
electrolyte disturbance, loss of weight, 
and the victim of the damaging effects of 
both obstruction and the toxemia of the 
disease itself for some time. This pro- 
cedure is designed to aid in restoring the 
patient’s depleted condition to allow more 
definitive surgery at a later date. 


F.D. 





RIGHT HEMICOLEC TOMY 
9-30-48 


Figure 7. Illustrating Recurrence of Chronic 
Regional lleitis with fistulous tract into trans- 
verse colon and ileal obstruction. Right Hemi- 
colectomy. 


In the author’s experience this pro- 
cedure has considerable merit. Unless the 
surgeon utilizes the patient’s improved 
condition for more radical surgery, recur- 
rences may develop, and when they do the 
patient’s condition may be such that again 
only a simple “by-pass” operation can be 
tolerated. Figure 8 represents the sequence 
of events when the surgeon fails to take 








L.C.M. 





DEATH 1948 


Figure 8. Illustrates the Tendency to Recur- 
rence of Chronic Regional lleitis and the some- 
times Inadequacy of the simple ‘by-pass opera- 
tion. . 


advantage of such remissions. This patient 
had suffered from regional ileitis for 
many years, when obstructive symptoms 
finally developed. Each “by-pass” resulted 
in a recurrence at the site of and just 
proximal to the anastamosis. The author 
realizes that had a more radical procedure 
been done during a period of remission his 
life might have been spared longer. When 
he finally returned to the hospital after 
his third recurrence he was in such a 
critical condition that any surgical pro- 
cedure would have been of no avail. 

A second surgical procedure has gained 
considerable popularity in more recent 
years. It likewise consists of a “by-pass”, 
but the ileal stream is completely diverted 
to the transverse colon by dividing the 
ileum well above the involved segment. 
The distal ileal end is closed and becomes 
a blind end. It is usually replaced into the 
abdomen, but occasionally when the 
regional ileitis is severe, the blind end may 
be brought out through the abdominal 
muscles and buried just beneath the skin. 
Should the closed end break down, ex- 
ternal drainage may be established readily 
and safely by incising the overlying skin 
only. The proximal end of the ileum is 
anastamosed to the transverse colon, em- 
ploying as a rule the end to side arrange- 
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ment. This procedure constitutes the so- 
called “exclusion method”. The complete 
side-tracking of the fecal stream as ac- 
complished by this method creates a favor- 
able environment for the healing of the 
lesion which is not resected. This method 
is particularly indicated where symptoms 
of intestinal obstruction predominate, and 
where fistulous tracts have not as yet 
developed (See Figures 2 & 6). It carries 
a very low mortality rate but permits a 
slightly higher recurrence rate than the 
more radical procedure of resection. 

The third method of surgical treatment, 
and by far the most radical of them all, 
consists of radical resection of-the lesion. 
Since regional ileitis usually attacks the 
terminal ileum, the radical resection en- 
tails a right hemicolectomy in which a 
generous segment of the ileum above the 
level of the involved segment and the right 
colon are resected. The type of anasta- 
mosis between the ileum and transverse 
colon is a matter of choice, whether end 
to side, end to end, or side to side. A right 
hemicolectomy is particularly indicated 
where both obstruction and fistulous tract 
formation exist (See Figures 3, 4, 5, and 
7). While this procedure is considerably 
more radical, and may result in an im- 
mediate higher mortality rate than that 
of either the simple “by-pass” or “exclu- 
sion” methods, its chief advantage is that 
the recurrence rate is lower, and it there- 


fore offers the best chance of cure. It 
might be added that in the hands of com- 
petent surgeons the difference in the mor- 
tality rate of the three procedures is 
negligible. Therefore, it would seem that 
radical resection is the treatment of choice 
unless the condition is critical, when a 
more conservative method is indicated. 

A more difficult problem is encountered 
when the surgeon faces the complications 
of recurrences. These recurrences may de- 
velop anywhere in the gastrointestinal 
tract. Before resorting again to surgery, 
the patient is entitled to the use of con- 
servative medical measures, such as the 
administration of ACTH or Cortisone for 
varying periods. In some instances any 
surgery contemplated may be delayed in- 
definitely because of the improved condi- 
tion. In other instances these drugs fail 
to be of any benefit, and surgery must 
again be employed. The surgical pro- 
cedure of choice will depend somewhat 
upon what was done at the previous oper- 
ation or operations. 

Generally speaking the procedure of 
greatest merit is adequate resection. The 
extent of the resection will be determined 
by the extent of the recurrence or recur- 
rences. In the event of a single recurrence 
the extent of the resection will be a local 
segmental one, but if the recurrences are 
multiple, then the resection may be so ex- 
tensive as to endanger the patient’s life. 


Conclusion 


One can state that regional ileitis is a 
progressive disease that resists both 
medical and surgical therapy on frequent 
occasions. When ccmplications arise, 
surgical therapy hecomes mandatory, 
though not necessarily curative. Its great 
tendency to recurrence is one of the main 
reasons why patients with complications 
of regional ileitis have had not one, but 
often times many operations. Many of 


these patients have had appendectomies 
because of the similarity of symptoms of 
acute appendicitis and acute regional 
ileitis. Furthermore, errors in surgical 
judgment at the time of surgery also 
account in part for additional operations. 
Radical resection of the involved intes- 
tine by competent surgeons constitutes 
the most effective means of therapy avail- 
able today. 
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Cavernous 


Hemangioma 
of Rectum 


FRANCISCO PUENTE PEREDA, M.D., F.I.A.P. 


Vascular malformations and vascular 
tumors are rarely encountered in the gas- 
trointestinal tract. Robert W. Gentry and 
col. in their wide review of the medical 
literature, which includes almost every 
paper about this matter, found 106 cases 
in a review oi approximately 400,000 case 
records. This group of records include 
344 cases of vascular tumors, located in 
the gastrointestinal tract. Only 85 cases 
were located in the colon, rectum and 
anus. Of these 74 were benign and 11 
malignant. The number of hemangiomata 
of the rectum in this review are 34 cases, 
of the four following types: , 

1—Multiple phlebectasis (small cavern- 

ous). 

2—Simple polypoid (single cavernous). 

3—Diffuse expansive (single contiguous). 
4—Diffuse expansive (multiple non-con- 

tiguous). 

The cavernous form of hemangioma con- 
sists of large blood-filled spaces or sinuses 
lined by layers of endothelial tissue. 

Phillips, in 1839, described the first 
case of vascular tumor of the rectum in 
a patient who had had three severe hemor- 
rhages from straining at stool. A tumor 
the size of a walnut was found in the rec- 
tum, with an irregular fungous appear- 
ance, and was attached to almost all the 
anal margin. It was treated with needle 
ligature. 


GUILLERMO HARO Y PAZ 
F. V. ALVAREZ 
México, D. F. 


The pathogenesis leads strongly to a 
congenital nature, with the idea that it 
has its origin in embryonic sequestrations 
of mesodermal tissue, and enlarges by 
projecting buds of endothelial cells. In 
an extensive study of patients with cutane- 
ous hemangiomas, Watson and McCarthy 
found that almost 75% of the lesions were 
present at birth, a fact that strongly sup- 
ports the theory of its congenital origin. 

The cavernous hemangioma of the poly- 
poid type may prolapse into the lumen 
of the viscus thereby causing ulceration, 
hemorrhage and sometimes intestinal ob- 
struction. The incidence of this type is 
lower than that of the other groups. It is 
important to know that in many of the 
cases reported the symptoms were present 
early in the life of the patient, especially 
of the hemorrhagic type. 

In the cases of rectal localization, the 
more common symptoms are: Bleeding of 
severe type, obstruction, prolapse feeling. 
tenesmus, etc, 

The diagnosis is made commonly by 
proctoscopic examination and biopsy. Fig. 
I. The symptoms, complications and treat- 
ment depend primarily on the location of 
the lesion and the type of hemangioma. 
Fulguration is possible in small peduncu- 
lated polyps; proctoscopic cauterization is 
also useful in small localized cases; colos- 


tomy, local radium and high voltage 
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Fig. 1. Proctoscopic view of tumor. 


roentgen therapy have also been used. In 
huge localized lesions, the treatment of 
choice is surgical, which can be: partial 
resection followed by anastomosis, or ab- 
domino-perineal resection with colostomy, 
in accordance with the size and place in 
which the hemangioma is found; in some 
cases the spread of the hemangioma to 
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another viscus made resection impossible. 

The serious nature of this condition is 
realized when it is noted that of 14 cases 
reviewed by Bancroft, three died of hem- 
orrhage, and according to Gentry’s study, 
the mortality rate is 27%. 

Case Report E.A.C., 30 
years old, married, arrived at the Central 
Hospital SCOP with severe intestinal 
hemorrhage and secondary anemia. The 
clinical symptoms started eight months be- 
fore, with cbstipation and blood after 
bowel movement, not mixed with the fecal 
bolus, and pain at the sacro-coccygeal re- 
gion prior to defecation. When she ar- 
rived at the hospital there was also bleed- 
ing with defecation. She had lost 22 
pounds and was carrying a four-month 
pregnancy, the third one. Abdominal 
stress and bleeding were the more impor- 
tant symptoms. She never bled during 
childhood and the family history is nega- 
tive. 

The physical findings were:, patient ex- 
hausted, thin and pale, with enlarged 


female, 
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abdomen, related to a four- 
month pregnancy with living 
fetus, no lymph nodes _ pal- 
pated. 
Through the rectal digital 
examination a mass near the 
anus was found, soft and de- 
pressive, and the finger glove 
was stained with fresh blood. 
Proctoscopy At5cm. from 
the anus was found a ring- 
like tumor mass of polypoid 
type, which bled easily and 
filled the rectal ampulla al- 
most completely. There were 
some other minor lesions of 
polypoid type near it. (Fig. 
1) 
The proctoscopic study and 
biopsy were reported as 
“chronic, non-specific inflammatory lesion 
of rectum,” and the clinical appearance 
was more of a vascular polypoid tumor. 
The x-ray showed a normal chest. The 
colon—enema and double contrast study 
filled a thin sigmoid, and in the rectum 
existed some lacunar images. (Fig. II) 
The first red blood cell count was made 
on the day of the patient’s arrival, May 
12, 1952, and was 1,550,000—red blood 
cells per cu. mm. 3.1 gm. Hb. and 12% 
of hematocrit. Emergency-treatment was 
started immediately, with whole blood 
transfusion, C and K vitamins, liver ex- 
tract and ferrous sulphate. 
Red blood cell count in May 17: 
2,020,000 Hb. 5.25 H. 19% 

Red blood cell count in May 29: 
2,400,000 Hb. 6.3 H. 24% 

Red blood cell count in June 10: 
2,300,000 Hb. 4.2 H. 17% 

The hemorrhage as well as the anemia 
continued in spite of the rest in bed. It 
was decided then to perform a colostomy 
at the sigmoid flexure to avoid the ero- 
sion of the feces over the lesion. An oper- 
ation of the Mikulicz type was performed 
June 11, with good results for a few days, 
but later on the intestinal hemorrhage 
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Fig. 3. Photograph of specimen. 


continued, not only through the anus, but 
at the colostomy. 
Red blood cell count in June 18: 
1,680,000 Hb. 3.9 H. 14% 

Red blood cell count in June 21: 
2,000,000 Hb. 4.8 H. 19% 

Red blood cell count in July 2: 
1,530,000 Hb. 6.7 H. 19% 

Red blood cell count in July 25: 
1,980,000 Hb. 5.2 H. 17% 

This picture developed in spite of the 
blood transfusions and all the medical 
conservative therapy. The bleeding was 
worse, due to the pelvic congestion of 
pregnancy, and the obstetric surgeon who 
was consulted recommended a Cesarean 
section followed immediately by a hyster- 
ectomy, to avoid post-operative bleeding. 
The operation was performed on August 
10. To that date the patient had received 
a total amount of 10,500 c.c. of whole 
blood and, the last red blood cell count 
was 1,980,000. 

By this operation a living fetus was 
obtained of six and a half months, which 
survived 48 hrs. The postoperative period 
was stormy and the patient continued 
bleeding, though not quite so severely as 
before. 
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Red blood cell count, August 5: 
2,250,000 Hb. 5.0 H. 27% 

Red blood cell count, August 20: 
2,510,000 Hb. 5.0 H. 20% 

As the patient was in a better general 
condition, and the intestinal hemorrhage 
continued, a radical operation: to resect 
the tumor was decided-upon. It was per- 
formed by two of us (F.P.P. and F.V.A.) 
on September 8, with orotracheal anes- 
thesia. Through a left transrectal celiot- 
omy, a very big tumor mass was found, 
non-adhesive to surrounding tissues, soft 
and depressive, and with no lymph nodes. 
As the tumor started almost at the anus, 
it was necessary to perform an abdomino- 
perineal resection’ by the Miles technic 
and permanent colostomy. At the time of 
this operation the patient had received 
14,250 c.c. of whole blood. 

The postoperative course was unevent- 
ful, with full recovery of the patient and 
definitive absence of hemorrhage through 
the colostomy stump. The secondary ane- 
mia improved quickly as shown in the 
following blood cell counts: 


Red blood cell count, Sept. 13: 
3,000,000 Hb. 9.2 H. 31% 
Red blood cell count, Oct. 15: 
4,060,000 Hb. 10.6 H. 37% 
Red blood cell count, Nov. 12: 
4,420,000 Hb. 11.4 H. 40% 

After the resection the patient received 
2,500 c.c. of whole blood, which made a 
total of 36 pints. Antibiotic drugs as peni- 
cillin, streptomycin, aureomycin and sulfa 
drugs of the non-absorbable type were 
employed. 

The anatomical study of the specimen 
was done by Dr. Luis Meza Chavez with 
the following diagnosis: 

Macroscopic Study The specimen was 
formed by tectum and sigmoid, 25 cm. 
long. The nucous layer of the rectum, 
in 15 cm. from the anus and all around 
the viscus, had a nodular appearance of 
vascular type and purple colored. (Figs. 
Ill & IV) 

Microscopic Large blood filled spaces 
are noticed in mucosa and submucosa at 
section lined with endothelium and with 
connective tissue septa. Large submucosa 





Fig. 4. Large blood-filled spaces lined with endothelium. 
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Fig. 5. Partial view of specimen showing cavernous vessels. 


blood-filled vessels with thrombosis and 
calcium deposits are noticed. (Fig. V) 


Diagnosis Cavernous hemangioma of 
rectum and sigmoid, 15 cm. long. 


Summary 


1. The first case of cavernous heman- 
gioma of the rectum reported in México 
is presented. 

2. The literature, carefully reviewed 
by Gentry and col., only reports 34 cases 
of cavernous hemangioma of the rectum. 





the key. 


3. This case is one of the largest re- 
ported, being 15 cm. long and as wide 
as the viscus. 

4. The tumor was completely resected 
through an abdominoperineal resection, 
with complete recovery of the patient. 


FELLOWSHIP KEY 


A Fellowship Key of 10K Gold, as illustrated, is now available to 
Fellows of the International Academy of Proctology. 


Applications for the Fellowship Key should be made to the office 
of the Secretary, 147-41 Sanford Avenue, Flushing 55, N. Y. 


A check in the amount of $15.00 should accompany the order for 
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EDITORIALS 


Progress Report 


The International Academy of Proc- 
tology is pleased to announce that the 
American Journal of Proctology will be 
published six times ennually beginning in 
1955. As a result of the educational cam- 
paign of the Academy, interest in proc- 
tology has increased throughout the world. 
The demand for authoritative information, 
and the enthusiastic reception of the 
American Journal of Proctology, fully 
justify this increase in frequency of publi- 
cation. 

As our readers know, the American 
Journal of Proctology is to be found in 
every medical school and large hospital 
library throughout the United States and 
abroad. It is the only specialty surgical 
journal with circulation audited by Busi- 
ness Publications Audit of Circulation, 
Incorporated. 

The Journal will continue to carry its 
specialty sections of interest to the 
anorectal surgeon as well as the coloproc- 
tologist. 

The editors will welcome letters of in- 
quiry regarding your problem patients, 
and general proctologic problems. This 
will be set up as a special Consultation 
Service, to be answered in Letters to the 
Editor, and—where indicated—by direct 
correspondence with the inquirer. This 
will be another special service offered to 
Journal subscribers under the auspices 
of the International Academy of Proc- 
tology. 

The phenomenal growth of the Academy 
now makes it the largest proctologic or- 
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ganization in the world. The educational 
goals of the Academy are well known, 
and these are being fulfilled by Teaching 
Fellowships and Research Projects 
throughout the country. The last grant of 
the Academy has been awarded to the 
Albert Einstein College of Medicine, in 
New York City. This is to be a grant of 
$1000 annually for each of three years, 
to be used under the jurisdiction of the 
Dean of the College, Dr. Marcus Kogel. 
and the Professor of Pathology, Dr. Alfred 
Angrist. The initial grant is already allo- 
cated to the development of a teaching 
slide library of proctologic pathology, and 
this library is now in work. 

The International Academy of Proc- 
tology offers its Annual Teaching Seminar 
to all interested physicians, March 23, 24, 
25 and 26 of 1955, at The Plaza, New 
York City. Outstanding authorities in 
anorectal and colon protology will describe 
the newer developments in their fields. 
This meeting is open, without registration 
fee, to all physicians. The Academy and 
the Journal pledge their continuing efforts 
throughout the future toward the achieve- 
ment of the educational goals of the 
Academy. 

Physicians interested in affiliating with 
the Academy may write to the attention 
of The Secretary, Dr. Alfred J. Cantor, 
147-41 Sanford Avenue, Flushing, N. Y. 


Physician-Pharmacist Relationship 


One of the most serious public rela- 
tions problems facing the medical and 
pharmaceutical professions is the public’s 
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THE Gow CosT 


OF MEDICATION 


Modern "miracle drugs" have lowered disease mortal- 
ity rates—reduced the length and cost of hospitaliza- 
tion and convalescence—often for less than you would 
pay for a box of candy or a bottle of perfume. 
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All things considered, MODERN MEDICA- 
TION IS THE BIGGEST BARGAIN IN YOUR 
FAMILY BUDGET. 
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misconception that medical and prescrip- 
tion costs are too high. 

In an effort to solve this problem, the 
entire recent issue of American Profes- 
sional Pharmacist, a leading drug trade 
publication, was devoted to a symposium 
on the “low cost of medication.” The pub- 
lishers are to be congraulated on this 
major contribution toward the solution of 
this public relations problem. 

It is unfortunate that every layman 
cannot read this interesting issue. How- 
ever, the physician can inform the public 
that present day prescriptions and drugs 
are low in cost, and have not risen in price 
comparable to the extent of the general 
increase in living costs. 

When we remember that the close co- 
operation between physician, pharmaceu- 
tical manufacturers, and the pharmacist, 
has given mankind many years of longer 
life, and less costly medical care, the 
small price paid for today’s “miracle 
drugs” becomes even more evident. 

Incidentally, even these “miracle drugs” 
decrease in price as production increases 
and the initial investment is amortized. 

Hospitals and physicians will be inter- 
ested to know that for the nominal sum 
of $1.00 they can obtain a black and 
green dignified wall card, 20 x 26 in., as 
illustrated. It comes provided with a 
metal strap and hanger for easy hanging. 
This poster will do an effective public rela- 
tions job in hospital lobbies and_physi- 
cians offices to emphasize to the public 
the low cost of medication. The address 
of the publishers is 676 Northern Blvd., 
Great Neck, N. Y. 


Medical Fees 


In a previous editorial we called atten- 
tion to the fact that the cost of modern 
medication is relatively less than many 
people think. Indeed, when we consider 
the rapid action of antibiotics, and com- 
pare the duration of present-day treatment 
with that required in the pre-antibiotic 
age, the cost of medical care has been 
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appreciably reduced. 

Despite this, you will hear the state- 
ment that medical and surgical fees are 
sometimes too high. In view of this, it is 
interesting to recall some of the fees of 
bygone days. 

In 1816, a leading county Medical So- 
ciety recommended that the doctor may 
charge as much as $5.00 for verbal ad- 
vice, and $10.00 to $15.00 for a letter of 
advice. An ordinary visit was $2.00 and a 
night visit was $7.00 with a charge of 
$1.50 per mile for a distant visit. Vaccina- 
tion was $5.00 to $10.00! And that was 
in 1816, over 138 years ago, when a 
chicken could be bought for six to ten 
cents. Now, when the same chicken may 
cost several dollars, any doctor who 
charged a patient for verbal advice, or a 
letter of advice, would be considered 
greedy or even unethical. Certainly, he 
would be accused of poor public relations. 

In 1859 the surgical fee for removing 
a stone in the bladder ranged from $100.00 
to $500.00. If present day fees were pro- 
portionately increased, $1000 to $5000 
would be charged for the same operation. 

The proctologist will be particularly in- 
terested in the fee allowance of the 
Medico-Chirugical Society of the City of 
New York in 1860 for an “operation for 
hemorrhoids.” At that time the average 
fee was $25.00 to $100.00. At the present 
time, almost one hundred years later, Blue 
Shield allows approximately $35.00 to 
$75.00 for the same operation. An in- 
crease in fees commensurate with the de- 
creased purchasing power of the dollar 
would bring the present average fee for 
a hemorrhoid operation to at least $250.00 
to $500.00. 

Perhaps the fact that physicians’ and 
surgeons’ fees have not increased pro- 
portionately to the general rise in the cost 
of everything else should be brought 
strongly to the public’s attention. The 
tremendous cost of a medical education in 
terms of time and money, and the rela- 
tively small return to be expected, should 
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be made common knowledge. Does the 
public appreciate the fact that physicians 
dedicate themselves so intensely to their 
work that coronary death at an early age 
is the price many must pay for this de- 
votion? 

Does the average patient realize that 
the physician exposes himself to con- 


tagious diseases daily, dips his hands in 
pus and blood on demand, and is not con- 
sidered a particularly good insurance 
risk? 

When we examine all the foregoing, is 
it possible the profession has unneces- 
sarily placed itself on the defensive re- 
garding the costs of medical care? 


Postgraduate Continuation Courses for Proctologists 





Institution 


School and Hospital, 345 W. Proctology 


New York Polyclinic Medical 
50th St., New York 19 


Proctology 

University of Texas Postgradu- 
ate School of Medicine, 1400 
Outer Belt Dr., Houston, 25 
At: Scott and White Memo- 
rial Hospital; Scott Sherwood 
and Brindley Foundation; 
University of Texas Post- 
graduate School of Medi- 
cine, Temple | 


Proctology 





Title of Course 
Clinical and Cadaver 


Clinical Proctology 


Clinical and Cadaver 


Registration Fee 
and/or Tuition 


Schedule of Course 


January, 6 months, 200.00 
part time 
Arranged, 6 weeks, 75.00 
part time 
Arranged, 6 weeks, 175.00 
part time 
Arranged, 2 weeks, 25.00 


full time 








Opportunities for training in proctology 
are decreasing rapidly as shown by the 
above listing. 

The officers of the Academy should like 
to emphasize to the readers of the Journal 
that the annual convention of the Inter- 
national Academy of Proctology is a 
Teaching Seminar, open without fee to all 
physicians interested in proctology. The 
next annual meeting of the Academy, and 


its Teaching Seminar, will be in New 
York City, March 23, 24, 25, and 26th at 
the Plaza Hotel. Make plans now to at- 
tend this free post-graduate continuation 
course for physicians. 

Plans are now being considered for the 
establishment of other post-graduate teach- 
ing courses in proctology under the auspi- 
ces of the Academy in various parts of 
the United States. 
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ATLAS OF PROCTOLOGIC SURGERY 





Rectal Prolapse 
| and. 
| Anal Incompetence 
Thiersch Operation 


Thiersch first described his operation 
: for the treatment of rectal prolapse in 
1891. Gabriel has used this operation 
chiefly for anal incompetence (1948). The 
Dodd modification (1950) will be illus- 
trated in this article. 

Pre-Operative Preparation 


1. A non-residue diet. 

2. Daily enemas. 

3. Oxytetracycline (Terramycin) — 250 

i milligrams every six hours for three 

| to five days. 

4. Usual operative preparation (shave, 
antiseptics, etc.) 

















we 
ie 


Figure | 


Anesthesia Caudal analgesia is pre- 
ferred, using the minimal dosage tech- 


(Vol. 5, No. 4) DECEMBER 1954 




















Figure 2 


nique (Cantor)—Il5cc of one and one-half 
per cent metycaine. 
Operative Technique 


1. A 1.5 centimeter incision is made 
anteriorly and posteriorly about 1.5 centi- 
meters from the anal verge (Fig. 1). 
Large bore needles are then inserted, one 
at a time, through the posterior wound. 
These needles are passed into the deep 
subcutaneous tissue, close to the anal 
sphincter and about 1.5 centimeters away 
from the verge, until they protrude 
through the anterior wound (Fig. 2). 
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Figure 4 
(above) 


Figure 3 
(left) 





2. Soft, malleable silver wire (19 to 
20), bent into a U shape, is passed simul- 
taneously into the lumina of both needles 
at their protruding points. The wire is 





Figure 5 


thus threaded through the needles until 
it protrudes posteriorly (Fig. 2b & Fig. 3). 
3. The needles are then withdrawn 


through the posterior incision, leaving the 
silver wire in place, encircling the anal 
outlet (Fig. 4). 

4. The surgeon’s assistant or nurse in- 
troduces an index finger into the anal 
canal, and the surgeon tightens the wire 
ends around the finger by twisting several 
times. The finger is then removed (Fig. 5). 

5. The wire is clipped short and the 
twisted end is buried in the soft tissues 
(Fig. 6). 





Figure 6 


6. Interrupted subcuticular sutures are 
used to close the wounds. 


Post-Operative Care 


1. Continue oral Terramycin. 

2. Or use 300,000 to 600,000 units of 
penicllin intramuscularly with strep- 
tomycin (0.5 to 1.0 gram), for sev- 
eral days. 

3. Use mineral oil instillations or plain 
warm water enemas as required post- 
operatively. 


Comment 


Turrell recommends the Dodd modifi- 
cation of the Thiersch operation for pal- 
liative control of anal incompetence and 
massive rectal prolapse in elderly patients, 
and as a temporary corrective for rectal 
prolapse in juvenile patients (until the 
surrounding supporting structures de- 
velop). 

This is a very simple procedure, and 
allows for immediate ambulation. 
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SURGICAL SEMINAR — 
AMBULATORY PROCTOLOGY 





Pediatric 


Proctology 


Part 2 


The first section on Pediatric Proc- 
tology described the examination tech- 
nique for infants and older children 
(Volume 5, June, 1954, No. 2, 145-146). 
In this section we will describe the con- 
genital anomalies. 

A brief review of embryology will as- 
sist in understanding the congenital de- 
fects of the rectum and anus. The ento- 
derm of the embryonic disk furnishes 
the basic tissue of the alimentary tract. 
The embryonic disk folds into a tubular 
form and the tail portion of this tube is 
known as the hindgut. This hindgut 
eventually becomes part of the small 
intestine, the entire colon and the rec- 
tum. The entoderm provides the 
epithelial lining of the alimentary tract. 
The tail-end of the hindgut fuses with 
the ectoderm, thus producing the cloacal 
membrane. This. mebrane later divides 
into an anal and urogenital portion. The 
anal portion forms the floor of an ex- 
ternal depression, the proctodeum. The 
condition of imperforate anus is a re- 
sult of failure of the anal membrane to 
complete its development by rupturing 
at the proctodeum. 

Two anal tubercles appear posterior- 
ly to the external cloaca, and bend for- 
ward to form the superficial part of the 
anal canal (Tench). The external 
sphincter ani muscle is formed and sur- 
rounds the anus in connection with these 
tubercles. 
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The hindgut and the urogenital sinus 
open to the outside through the external 
cloaca. The anterior two-thirds of the 
cloaca forms the female vestibule. In 
some cases the posterior cloaca does not 
separate to complete the anal canal. 
Thus, the rectum may open directly into 
the vulvar clefi. 

Even when the depression of a proc- 
todeum is visible, the membrane actually 
could be quite thick, and the rectum may 
be represented only by a fibrous cord. 
Again, the proctodeum may form, as a 
result of development of the anal 
tubercle, and yet the rectum may fail to 
develop, opening into the prostatic 
urethra or the vagina. 

Perineal and scrotal fistulas may re- 
sult in the male from incomplete and 
delayed development of the anal 
tubercles. If there is a developed ex- 
ternal sphincter muscle in such cases, 
the operative prognosis is better, in con- 
trast with similar cases in the females 
(vestibular anus), where sphincter de- 
velopment is absent. Anal stenosis may 
result from varying degrees of desqua- 
mation and disappearance of the anal 
membrane. Such conditions are cor- 
rected by simple surgery. 

Occasionally the anal opening will be 
found partially occluded by a central 
fibrous band, running transversely or 
anterio-posteriorly. Simple excision un- 
der local analgesia cures this obstruc- 
tion. 
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The embryological anomalies may be 


listed as follows: 


I. Anal anomalies. 
A. Undeveloped anus. 
B. Inperforate anus. 
C. Stenotic anus. 
D. Partial occlusion: fibrous band. 
E. Perineal, scrotal, penile, 
or vestibular anus. 


II. Rectal anomalies. 
A. Undeveloped rectum. 
B. Imperforate rectum. 
1. With anal canal development. 
2. Without anal canal 
development. 


C. Rectal fistula. 


1. Rectovesical. : 
without 


ose and 
Z; Retovegial._( 


canal devel- 


3. Rectovaginal. 
opment. 


It is most important to examine every 
newborn infant at birth. A_ simple 
digital examination will diagnose every 
case of imperforate or partially perforate 
anus. The absence of meconium may 
be the first evidence of this anomaly. 
The infant will, of course, fail to pass 
meconium with either an undeveloped 
rectum, or an imperforate rectum. A 
flat plate of the abdomen with the infant 
held inverted will outline gas in the 
rectal pouch and establish the extent of 
rectal development. 

A rectovesical fistula will be evident 
when meconium or feces appear in the 
urine. Similarly, passage of meconium 
or feces through the vaginal opening 
will be of diagnostic significance. 

Therapy Surgery should be _ per- 
formed for any anomaly as early as pos- 
sible, if the infant’s condition permits. 
Such surgery is always hospital sur- 
gery.. There should be no delay be- 
tween postnatal diagnosis and surgery. 

The imperforate anus is readily cor- 
rected by an anterior-posterior mid line 





incision over the anal depression. The 
pouch is identified, grasped with hemo- 
stats, and opened by an anterior-posteri- 
or incision. The margins are sutured to 
the skin with black silk sutures. Do 
not include the mucosa in the sutures 
or there will be eversion and prolapse 
as the child grows older. 

The stenotic anus is simply corrected 
by incision. An occluded anus requires 
excision of the occluding membrane or 
band. Daily digital dilitation is impor- 
tant to maintain surgical enlargement. 

The imperforate or undeveloped rec- 
tum requires immediate surgery. An 
anterior-posterior mid-line incision is 
made in the perineum, and the operator 
dissects cautiously upward to find the 
bulge of the rectal pouch. This pouch 
is drawn downward and stitched mar- 
ginally at the skin edges. If there is a 
developed external sphincter it should 
be approximated where incised ante- 
riorly and posteriorly. If the anal canal 
is abnormally located in the perineum, 
scrotum, penis or vestibule, it must be 
dissected and transplanted to its normal 
site. 

Perhaps the most common anomalies 
are the rectovesical, vaginal or urethral 
fistula. Again, surgery should follow 
the diagnosis as rapidly as the infant’s 
condition permits. If the general con- 
dition is too poor to permit proper sur- 
gery, temporary colostomy may be _re- 
quired. 

The recto-vaginal or recto-urethral 
fistula problems must always be con- 
sidered individually. If there is ade- 
quate fecal outlet it may be possible to 
delay surgery until the infant grows 
older and stronger. However, with recto- 
urethral fistula early surgery is best, to 
prevent retrograde urinary tract infec- 
tion. 

The closure technique for fistula 
problems will not be detailed inasmuch 
as they will vary with the exact nature 
of the anomaly. 
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Cancer of the Large Bowel 


CAMERON, D. A., CHAPNICK, H. A. 
and McLEAN, D. W.: 
Arch. Surg. 69:242-246 (Aug.), 1954. 
Forty per cent of 218 consecutive hos- 
pital admissions for colon cancer had been 
discharged as presumably cured, but after 
five years only 15.3% were alive and well. 


Precautions in The Spread of Car- 
cinoma of The Colon and Rectum 


COLE, W. H.: 
(Editorial) Ann. Surg. 140, 135-136, No. | 
. (July) 1954. 


In order to avert mechanical emboliza- 
tion of tumor fragments through the portal 
system responsible for the venous invasion 
observed in 33% of colon cancers and 
36% of rectal cancers, the principal ves- 
sels are ligated before manipulating the 
tumor. “For example, when the tumor is 
located in the right colon, the ileocolic .. ., 
right colic..., and right branches of the 
middle colic vessels should be ligated be- 
fore the resection is begun.” Since a high 
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incidence of local recurrence at the anas- 
tomotic suture line is found, preliminary 
isolation by ligation of the bowel segment 
to be resected is encouraged to prevent 
implantation of cancer cells detached, by 
manipulation during the subsequent re- 
section. Resectable local recurrences may 
be identified by regularly repeated colon 
roentgenograms or by the re-entry ad- 
vised by Wangensteen. 


Basal Cell Carcinoma of the Anus 
KLIPPEL, A. P. and TOMLINSON, W. L.: 
Arch. Surg. 69:25-27, No. | (July) 1954. 

In his Sentences and Moral Maxims. 
Francois de la Rochefoucauld said, “It 
is not so much fertility of mind that leads 
us to discover many expedients in regard 
to a single matter, as a defect of intelli- 
gence, that makes us stop at everything 
presented to our imagination, and hinders 
us from discerning at once which is the 
best course.” For example, noting that 
twelve cases of basal cell carcinoma of 

—Continued on following paqe 
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the anus were recorded in the literature, 
and because post-irradiation biopsy had 
shown no regression of the tumor in the 
author’s case, abdomino-perineal procto- 
sigmoidectomy was carried out. The 
statement is made that all lymph nodes 
were free of cancer (which surprises no 
one but the reporters) and that the “post- 
operative course has been uneventful 
aside from the protracted healing attend- 
ant upon the wide excision necessary.” 
Such wide removal is entirely unneces- 
sary in basal cell carcinoma of the anus, 
and it is questionable that the Barnard 
Free Skin and Cancer Hospital, listed by 
the authors as their institution, has given 
the imprimatur to any treatment of this 
lesion other than local excision; in par- 
ticular, abdomino-perineal resection would 
not be approved by that institution. It is 
unfortunate that this paper was accepted 
for publication. 


The Origin and Management of 
Cancer of the Colon and Rectum 


LAHEY, F. H.: pp. 489-493. 


An aging surgeon, now dead, rambles 
in his homey ungrammatical way about 
some pitfalls and a few cautions, inter- 
jecting his familiar categoric rules, but 
adding nothing novel or even interesting 
about these lesions. 

Oe Fae A 


The Prognostic Significance of Di- 
rect Extension of Carcinoma of 
The Colon and Rectum 


ASTLER, V. B. and COLLER, F. A.: 
Ann. Surg. 139:846-851 No. 6 (June) 1954. 


Reviewing 352 cases of rectal and sig- 
moid carcinoma, 44% of the entire group 
survived at least 5 years. If nodal involve- 
ment is present, a 26% to 29% survival 
may be expected. The observation that re- 


currence developing five years after ab- 
dominio-perineal resection was always 
local further divulged that a cancer situ- 
ated below the peritoneal reflection shows 
direct extension more rapidly (23%) and 
gives a poorer prognosis than a cancer 
above the reflection (3.6%). Provided 
that lymph nodes are not involved, 74% 
of patients with infraperitoneal cancers 
survive 5 years or more, while 90% of 
those with cancers above the reflection live 
that long. Progressive decline in survival 
was correlated with increased depth of 
penetration of the colonic wall. 


C3. & 


Thiersch's Operation for Anal 
Incontinence and Minor Degrees 
of Rectal Prolapse 

GABRIEL, W. B.: Amer. J. of Surg., 1953, 

Vol. 86, No. 5 (Nov.) pp. 583-599. 

Through a short incision posterior to 
the anus a silver wire, carried by a large 
curved needle is passed circumanally, a 
short incision well anterior to the anus 
providing a place for re-insertion of the 
needle, the wire ends presenting in the 
posterior incision where they are twisted 
until a circle of 3 cm. in diameter is 
formed, and the ends buried; the two 
short incisions are then closed. The oper- 
ation is reserved for aged people, is not 
recommended for bulky prolapse, and was 
carried out 40 times in 25 cases, generally 
with satisfaction. Skin necrosis occurred 
11 times, this complication necessitating 
removal of the wire and re-insertion sev- 
eral months later. Breakage requires re- 
moval of the broken circle of wire and 
insertion of a new wire. In several in- 
stances, regaining of sphincter tone, as 
might be anticipated, was evident when 
the wire was removed later. 


C. J. B. 


—Concluded on page 338 
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American Cystoscope Makers, Inc. are 
pioneers in the development of instru- 
ments of outstanding design that provide 
illuminated telescopic vision for procto- 
logic examination and surgery. The 
A.C.M.I. mark on these instruments and 
accessories is the physician’s assurance 
of expert professional design, highest 
quality materials, and skilled workman- 
ship of the most meticulous precision. 
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The Genetic Factor of Familial 
Disseminated Polyposis Coli 
McCARTY, R. T.: Amer. J. of Surg., 1953, 
Vol. 86, No. 5 (Nov.) pp. 500-504. 
Graphic representation of three family 
pedigrees and their sibship traits are dis- 
cussed. 


G J.B. 


Carcinoma of The Colon in Child- 
hood 
WILLIAMS, C.: 
Ann. Surg. 139:816-825 No. 6 (June) 1954. 


Three cases of colonic carcinoma are 
described: 1) a 12 year old boy with 
cancer of the hepatic flexure, 2) a 15 year 
old boy with cancer of the splenic flexure, 
and 3) a 12 year old girl with cancers of 
the hepatic flexure and transverse colon. 
Resection in each case was followed later 
by death from recurrence or metastases. 


C. J. B. 


Spontaneous Perforation of The 
Colon 
McLANAHAN, S. and GILMORE, W. E.: 
Ann. Surg. 139:833-837 No. 6 (June) 1954. 


An overall mortality of 50% was ex- 
perienced in 34 cases of spontaneous per- 
foration, of which diverticulitis and car- 
cinoma were the most common causes, 
and all of which were operated on. 75% 
mortality developed in the carcinoma 
group alone. The importance of comple- 
mentary colostomy in each case, in addi- 
tion to other indicated procedure, is men- 
tioned. 


C. J. B. 


Polyps of the Rectum and 
Colon in Children 


HARRIS, J. W.: Amer. J. of Surg., 1953, 
Vol. 86, No. 5 (Nov.) pp. 577-582. 


Painless bleeding, extrusion of the mass, 
and abdominal cramps were common find- 


ings in 70 cases, of which 58 were rectal, 
16 sigmoidal, and 6 proximal to the sig- 
moid (total 80?), the greatest number 
occurring between the ages of 1-6 years. 
Proctosigmoidoscopy (adult ’scope) and 
air contrast roentgenograms are indicated. 
In 26 of the 70 cases, the polyps were re- 
moved (none was cancer), 12 by celi- 
otomy; the others were treated by fulgu- 
ration or could not be recovered. Why 
the author removes polyps below the peri- 
toneal reflection with the electric snare 
and fulguration, but never employs the 
snare for those above that level because, 
he says, less risk accompanies fulguration 
alone is not clear to this reviewer. 


lee ay. B. 


Classification and Treatment of 
Children with Severe Chronic 
Constipation 

SWENSON, O.: Amer. J. of Surg., 1953, 

Vol. 86, No. 5 (Nov.) pp. 497-499. 

Corrected imperforate anus, myelo- 
meningocele, habit constipation, and 
Hirschsprung’s disease (relieved by resec- 
tion of the constricted distal segment) are 
briefly discussed as causes of chronic con- 
stipation. 


C. J. B. 


Significance of Ureteral Studies 
in Colonic and Rectal Surgery 


BACON, H. E., LOWELL, E. J., and 
TIMPI, H. D.: Amer. J. of Surg., 1953, Vol. 
86, No. 5 (Nov.) pp. 572-576. 

Routine pre-operative ureterography 
will improve surgical management, be- 
cause although the ureters were in normal 
position and of normal symmetry in 50 
(58%) of 86 patients so examined, 10 of 
the 22 patients who showed roentgeno- 
graphic ureteral deviation were found at 
operation to have cancerous, inflammatory, 


or surgically produced changes. 
C308: 
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for chronic ulcerative colitis... 
as described by Lester M. Morrison, M.D., Los Angeles’ 


-..is based on the use of 1) azopyrine*, 2) ACTH 
or cortisone and 3) psychotherapy.” 


““Azopyrine* .. . has been effective in controlling the disease in approxi- 


mately two-thirds of patients who had previously failed to respond to 


Reports on Azulfidine: 








19 5 @) Bargen reports that since 1949 approx- 1 
imately 100 patients have been treated 
: with Azulfidine. “The results have been 


extremely satisfactory in most cases.” 
Personal communication (Apr. 12) 


195 ? In a series of 52 patients with chronic ulcera- 


tive colitis 30 or 58% showed significant im- 
provement after treatment with Azulfidine. 


| Morrison, L. M.: Gastroenterology 
2121395;. 1952. 





standard colitis therapy currently in use.” 


1. Rev. Gastroenterology 20:744 (Oct.) 1953; abstract in J. A. M. A., 153:1580 (Dec. 26) 1953. 


. 9 ®) 
© pow available under the name... AVA) dine 


BRAND OF SALICYLAZOSULFAPYRIDINE 


dine (salazopyrin) produced marked im- 
provement in 8 of 12 cases of ulcerative 


(This drug has been presented un- 

der three different names, which “The administration of salicylazosulfapyri- 
appear in the literature cited, viz: 

Salazopyrin, Azopyrin and the now 

established name in America, Azul- colitis.” 

fidine. ) 


Bargen, J. A.: Med. Clin. North 
America, 33:935 (July) 1949. 


After-control data 1949 from 119 pa- 
tients treated with Azulfidine prior to 
1944 showed 90 patients (84%) 
symptom-free or considerably im- 
proved. 
Svartz, N.: Acta Med. Scandinav. 
141:172, 1951. 


\ ; | | 
f 195 4 Morrison publishes results from a series of 47 patients treated with Azulfidine 


compared to a control series of 60 patients receiving other current therapy: In the 


Azulfidine-series 18% are symptom-free and 52% improved, compared to 5% 


and 32% respectively, in the control series. 


‘ 
| literature on request from 


J. A. M. A.: 151:366 (Jan. 31) 1953. 


/ PHARMACIA LABORATORIES, Inc. 


Executive Offices: 270 Park Ave., New York 17, N. Y., Sales Offices: 300 First St., N.E. Rochester, Minn. 














BOOK REVIEWS 


FOR PROCTOLOGISTS 


CARCINOMA OF THE COLON by Leland S. 
McKittrick, B.S., M.D., F.A.C.S., Clinical 
Professor of Surgery Harvard Medical 
School, Surgeon-in-Chief, New England Dea- 
coness Hospital, Consulting Visiting Surgeon, 
Massachusetts General Hospital, Consultant 
in Surgery, Peter Bent Brigham Hospital and 
Frank C. Wheelock, Jr., A.B., M.D., F.A.C.S., 
Assistant in Surgery, Massachusetts General 
Hospital, Assistant in Surgery, Harvard 
Medical School. 94 pages. Charles C. 
Thomas, Price $3.25. 


This is another excellent monograph in the 
American Lecture Series. Inasmuch as carci- 
noma of the colon represents approximately 
18 per cent of all malignancies, the subject 
is of great importance. It is of particular 
importance because over half of all cases that 
come to operation have already metastasized. 

Therefore, there is considerable stress on 
diagnosis in this little text. 

This monograph is very practical in intent 
and in its writing. It is highly recommended 
to all proctologists, and to all general 
surgeons. 


MEDICAL USES OF CORTISONE—Including 
Hydrocortisone and Corticotropin by Francis 
D. W. Lukens, M.D., Professor of Medicine, 
University of Pennsylvania School of Medi- 
cine; Director, the George S. Cox Medical 
Research Institute, University of Pennsyl- 
vania, Philadelphia, Pennsylvania. 534 Pages. 
35 Tables and 51 Figures. New York and 
Toronto, the Blakiston Company, Inc.; 1954. 


The extensive literature on cortisone in 
scattered medical journals has been correlated 
by various authorities in this fine volume. 


During the past five years many investigations 
have been made on cortisone, hydrocortisone 
and corticotropin. This is the first monograph 
on these drugs. 

The clinical aspects of cortisone application 
are very well reviewed, each section being 
authored by a highly authoritative investi- 
gator. The introductory material on the 
Pharmacologic Aspects of Adrenocortical Hor- 
mones in Man is particularly valuable. The 
gastrointestinal tract is carefully discussed 
and the proctologist will be particularly in- 
terested in the brief section on Ulcerative 
Colitis. 

The book is an interesting and valuable 
contribution to the understanding of Cortisone 
therapy, and is highly recommended to all 
physicians. 


THE MACMILLAN MEDICAL DICTIONARY 
Edited by Sir Cecil Wakeley, Bt. 471 pages. 
Price $6.95. New York, 1954. The MacMillan 
Company. 


This is one of the most concise dictionaries 
known to this reviewer. Despite its concise 
nature, it is sufficiently complete for general 
use. 

The terminology is entirely up to date, and 
the definitions are clear. 

This dictionary originated in England, and 
is‘ apparently directed to a large extent to 
the many laymen working in the British 
Health Service. It is therefore not to be 
compared with more extensive and better 
illustrated American dictionaries. 

For those who want an abbreviated, concise, 
but up-to-date and sufficiently comprehensive 
medical dictionary, this book is recommended. 
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YEAR BOOK OF MEDICINE 1954-1955 Series 
by Paul B. Beeson, M.D., Carl Muschenheim, 
M.D., William B. Castle, M.D., Tinsley R. 
Harrison, M.D., Franz J. Ingelfinger, M.D., 
Philip K. Bondy, M.D. Price $6.00. 711 pages. 
Published 1954. The Year Book Publishers, 
Inc. 200 East Illinois Street, Chicago 11, 
Illinois. 


This is an excellent edition of the Year 
Book, and contains articles abstracted from 
journals received between May, 1953 and 
May, 1954. The format is as usual, and the 
content is excellent. 

The gastroenterologist will find a brief but 
very good section on the digestive system. 

The proctologist will find a discussion of 
chronic constipation, congenital megacolon, 
intestinal parasitosis, occult blood in feces, 
and abstracts of several pages on ulcerative 
colitis. 


THE CARE OF THE AGED by Malford W. 
Thewlis, M.D. Director, Thewlis Clinic, 
Wakefield, R. |., Consulting Physician, South 
County Hospital, Wakefield, R. |., Founder 
and Permanent Secretary, American Geriat- 
rics Society; Special Consultant, Rhode 
Island Department of Public Health. 155 
I'lustrations, 832 paces. The C. V. Mosby 
Co. 1953, Price $15.00. 


The sixth edition of this fine text is 
written in the same simple, friendly, conver- 
sational style of the previous editions. This 
makes for easy reading, and good teaching. 

The emphasis, as before, is on the fact 
that the majority of elderly persons can 
receive adequate treatment at home, and that 
institutional treatment is ordinarily not neces- 
sary. The ambulatory treatment of the aged 
is stressed. 

The new material includes training of the 
Geriatrician, graphology, relationship of emo- 
tions to disease, ultra sonic-therapy, the use 
of ACTH and cortisone, and other drug 
considerations. 

The text is very complete, and worthy of 
careful study 

The gastroenterologist and proctologist will 
find an excellent chapter on the alimentary 
tract, and‘ full consideration of the liver, 
colon, and pancreas. 

The proctologist and the general surgeon 
will profit from the chapters on anesthesi- 
ology and surgery. 


PSYCHOSOMATIC CASE BOOK by Roy R. 
Grinker, M.D., Director, Institute for Psycho- 
somatic and Psychiatric Research and Train- 
ing of the Michael Reese Hospital. Clinical 
Professor of Psychiatry, University of Illinois, 
College of Medicine and Fred P. Robbins, 
M.D., Associate Psychiatrist, Michael Reese 
Hospital. Staff Member, the Chicago Insti- 
tute of Psychoanalysis. Price $6.50. 346 
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pages. Published February 24, 1954. The 
Blakiston Co., Inc., New York and Toronto. 


This text presents case histories on 79 
patients, the basic approach being a demon- 
stration of the concept of integration of mind 
and body in the cause, diagnosis and treat- 
ment of disease. 

This is done both from the general point of 
view, and for the special systems. The gastro- 
enterologist and proctologist, of course, will 
be especially interested in the section on 
gastro-intestinal syndromes. 

There is an excellent section on therapy 
discribing some of the methods of treatment, 
and most especially the doctor-patient rela- 
tionship during therapy. 

This reviewer need not stress the im- 
portance of psychosomatic concepts in all 
branches of medicine. It must be obvious by 
now that psychosomatic medicine encompasses 
all of medicine. Every physician should there- 
fore become acquainted with some of the 
dimensions of the psychosomatic field. This 
text is a good place to start. 


CANCER—Diagnosis, Treatment and Prognosis 
By Lauren V. Ackerman, M.D., Professor of 
Surgical Pathology and Pathology, Washing- 
ton University School of Medicine, St. Louis, 
Mo., Surgical Pathologist, Barnes Hospital 
and Affiliated Hospitals, St. Louis, Mo.; 
Consultant to Ellis Fischel State Cancer Hos- 
pital, Columbia, Mo.; Consultant to the 
Armed Forces Institute of Pathology; Con- 
sultant to Veterans Administration; and Juan 
A. del Regato, M.D., Director, Penrose 
Cancer Hospital, Colorado Springs, Colo.; 
Associate Professor of Radiology, University 
of Colorado Medica! School, Denver, Colo.; 
Consultant to the Las Alamos Medical Cen- 
ter; Formerly Radiotherapist to the Ellis 
Fischel State Cancer Hospital, Columbia, 
Mo.; Formerly Assistant to the Radium In- 
stitute of the University of Paris. With 702 
text illustrations and 23 color reproductions. 
Second edition. St. Louis, The C. V. Mosby 
Company, 1954. 


This text now appears in its second edition, 
with considerable re-writing and additions. 
The basic format, however, remains the same. 

Stress is placed upon the provision of gen- 
eral information, especially on the relation- 
ship of symptoms to pathology, differential 
diagnosis, prognosis, and the general factors 
of treatment. 

There is no attempt made to detail surgical 
or radiotherapeutic technics. Only the treat- 
ment of choice is stressed. 

The gastroenterologist and proctologist will 
find an excellent section on cancer of the 
digestive tract. Illustrations are very good 
throughout, and the text is written in a read- 
able style. The book is recommended for all 
physicians interested in knowing more about 
cancer. 

—Continued on following page 


341 








BOOK REVIEWS 





—Continued from preceding pags 





BIOCHEMISTRY OF DISEASE By M. Bodansky 
and O. Bodansky. Second Edition thoroughly 
revised and enlarged by Oscar Bodansky, 
M.D., Ph.D., Professor of Biochemistry, 
Sloan-Kettering Division, Cornell University 
Medical College; Attending Clinical Bio- 
chemist and Chief, Clinical Biochemistry, 
Memorial Center for Cancer and Allied 
Diseases; Lecturer on Pediatrics, New York 
University Post-Graduate Medical School. 
1,208 pages, Second Edition, 160 tables, 
Fig. 70, Macmillan Co. Price $12.00. 


The newer developments of biochemistry in 
medicine have been considered in this text. 
Thus, the Second Edition is almost entirely 
different from the first of 10 years before. 

The arrangement is excellent, inasmuch as 
each chapter begins with an outline of the 
chapter contents. The coverage is excellent, 
and should be interesting to both specialists 
and general practitioners. 

As a reference book the text should be in 
every library. The third and fourth year 
medical student should certainly be ac- 
quainted with the Biochemistry of Disease. 

To assist in ready reference, the appendix 
contains tabulations of normal clinical bio- 
chemical values. The book is well written 
and well organized. 

The gastroenterologist and proctologist will 
be especially interested in the section on dis- 
orders of the digestive system, disorders of 
nutrition and disorders of metabolism. 

The proctologist will find the Chapter on 
Disorders of the Digestive System of especial 
value for an excellent discussion of diarrhea. 
steatorrhea, ulcerative colitis and intestinal 
obstruction. 


THE METABOLIC RESPONSE TO SURGERY 
By Francis D. Moore, M. D. Moseley Pro- 
fessor of Surgery, Harvard Medicai School, 
Surgeon-in-Chief, Peter Bent Brigham Hos- 
pital, Boston, Massachusetts and Margaret 
R. Ball, A. B. Department of Surgery, Har- 
vard Medical School, Laboratory from 
Surgical Research, Peter Bent Brigham Hos- 
pital, Boston, Massachusetts. 167 pages with 
56 illustrations. Charles C. Thomas, Publisher. 
Price $7.50. 


Every surgeon should understand the recent 
advances in the studies of metabolic responses 
to surgery. The newer literature on fluid and 
-lectrolyte studies is, for the most part, scat- 
tered and not easily available to the practic- 
ing surgeon. The present work offers an 
attempt at a more accurate quantitative con- 
cept of the operative patient’s chemistry. 

The book begins with a chapter on the 
technique of the study, including terminology 
and interpretation. The next section considers 


the response to a single trauma, being chiefly 
observations on six thoracic operations. The 
next consideration is of starvation, immobiliza- 
tion, and the endocrine factors in the opera- 
tive response. 

The text further considers fluid and elec- 
trolyte balance, and the mainenance of nitro- 
gen balance. 

This is all tied neatly together in chapter 
VII, in which there is a summary and clinical 
corollaries. Here we find the application of 
these concepts to the care of surgical patients. 
It is definitely important for the surgeon to 
think in terms of balance. This text will 
assist and guide such thinking. 

The appendix of the text offers a considera- 
tion of surgical diets 


PAIN SYNDROMES By Bernard Judovich, 
B.S., M.D., Instructor in Neurolegy, Gradu- 
ate Schoo! of Medicine, University, of Penn- 


sylvania; Physician in Charge, Neuralgia 
Clinic, Graduate Hospital, University of 
Pennsylvania, Philadelphia, and William 
Bates, B.S., M.D., F.A.C.S., F.1.C.S.,  Pro- 


fessor of Surgery and Chairman of Depart- 
ment of Surgery, Graduate School of Medi- 
cine, University of Pennsylvania; Surgeon, 
Graduate Hospita!, University of Pennsyl- 
vania, and Presbyterian Hospital, Philadel- 
phia; Consulting General Surgeon, Willis 
Hospital, Philadelphia; Consulting Surgeon, 
Philadelphia Home for Incurables, Phila- 
delphia. 184 Illustrations, 440 pages, Phila- 
delphia, F.A. Davis Company, 1953. Fourth 
Edition. Price $7.50. 


The major theme of this book is that inter- 
pretation of pain can be facilitated by finding 
tender skin zones. The location of this tender- 
ness aids both diagnosis and therapy. 

The thesis is advanced that segmental pain 
and tenderness is due to irritation of roots, 
ganglia or trunks of the spinal sensory nerves, 
and is not of visceral origin. 

The syndrome of segmental pain and ten- 
derness has no specific origin. Clinical and 
therapeutic aspects of this sydrome are em- 
phasized throughout the text. 

The technic of nerve infiltration is carefully 
described. 

Motorized intermittent traction apparatus 
for herniated cervical and lumbar discs is 
described as the most important therapeutic 
advance in the Fourth Edition. 

The book is well illustrated and well writ- 
ten, but of course, although there is much to 
interest the general surgeon, the proctologist 
will be especially interested in the section on 
Caudal Canal Injection. This section is espe- 
cially well illustrated with reproductions from 
Labat, Regional Anaesthesia. 

—Concluded on page 344 
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MEDICAL TREATMENT OF DISEASE By various 
authors. Edited by Henry A. Christian, A.M.., 
M.D., LL.D, Sc.D. (Hon.), M.A.C.P., Hon. 
F.R.C.P. (Can.), D.S.M. (A.M.A.). Hersey 
Professor of the Theory and Practice of 
Physic, Emeritus, Harvard University Some- 
time Clinical Professor of Medicine, Tufts 
College Medical School Sometime Visiting 
Physician, Beth Israel Hospital Physician-in- 
Chief, Emeritus, Peter Bent Brigham Hos- 
pital, Boston, Mass. Volume VIII. 965 pages. 
Price $25.00. Oxford University Press, New 
York, 1953. 


The authors have produced an excellent 
loose-leaf textbook on treatment that will, of 
necessity, remain up to date. No time or space 
are wasted on diagnosis and etilogy. The text 
offers therapy alone. 

As the title indicates, it does not consider 
surgical treatment. Stress is placed, where- 
ever possible, on a single method of treatment. 
These methods are dictated by the vast ex- 
perience of the authors. 

The dictum is followed that treatments are 
not presented simply because they are new, 
but only because they are proven in practice. 

The arrangement of the text is excellent, 
and makes for ready reference. The gastro- 
enterologist will find excellent sections on 
diseases of the alimentary tract, and the proc- 
tologist will be particularly interested in the 
section on diseases of the intestine. 

For those who wish up to date, ready refer- 
ence therapy, that will continue to be up to 
date as new pages are added with the passage 


* 


International Academy of 
Proctology 1954-1955 Award 
Contest 


The International Academy of Proctology 
announces its Annual Cash Prize and Cer- 
tificate of Merit Award Contest for 1954-1955. 
The best unpublished contribution on Proc- 
tology or allied subjects will be awarded 
$100.00 and a Certificate of Merit. Certificates 
will be awarded also to physicians whose en- 
tries are deemed of unusual merit. This com- 
petion is open to all physicians in all coun- 
tries, whether or not affiliated with the In- 
ternational Academy of Proctology. The win- 
ning contribution will be selected by a board 
of — judges, and all decisions are 
final. 


of time, the Medical Treatment of Disease 
may be highly recommended. 


CONTACT DERMATITIS By George L. Wald- 
bott, M.D., F.A.A.A., F.A.C.A., F.LAA., 
F.A.C.P., Senior Physician, Harper Hospital, 
Chief of Division of Allergy, Assistant Phy- 
sician, Grace Hospital, Chief of Allergy 
Clinic, Formerly, Director of Allergy Clinic 
Children's Hospital of Michigan, Formerly, 
Consultant Allergist, St. Mary's Hospital 
and North End Clinic, Detroit, Michigan. 
232 pages and 332 illustrations. Price $8.75. 
Charles C. Thomas, Springfield, Illinois. 


This is an excellent monograph describing 
what is perhaps the most common skin disease 
—contact dermatitis. The author presents a 
new approach with the determination of cause 
by studying the appearance of the lesions, 
rather than through a history and patch-test- 
ing. 

There is an excellent atlas of photographs 
and patterns which will serve to simplify 
diagnosis for the dermatologists, the allergists 
or the general practitioner. 

The material on treatment is well presented. 
Of course, the most important step in treat- 
ment is the elimination of causative agents. 

The industrial physicians certainly will be 
especially interested in this monograph. The 
proctologist will find an excellent section on 
pruritus ani. This reviewer is particularly 
pleased to note the observation that “x-ray 
treatment for the relief of pruritus ani is be- 
ing abandoned.” 


The formal award of the First Prize, and 
presentation of other Certificates, will be 
made at the Annual Convention Dinner Dance 
of the International Academy of Proctology 
March 26, 1955, at The Plaza Hotel, New 
York City, New York. 

The International Academy of Proctology 
reserves the exclusive right to publish all con- 
tributions in its official publication, “The 
American Journal of Proctology”. All entries 
are limited to 5,000 words, must be typewrit- 
ten in English, and submitted in five copies. 
All entries must be received no later than the 
first day of February, 1955. Entries should be 
addressed to the International Academy of 
Proctology, 147-41 Sanford Avenue, Flushing 
S3,.N. 2 
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tanooga, Tenn. Combination of dihydroxy 
aluminum aminoacetate, 7.7 Gr. and bella- 
donna alkaloids, |/400 Gr. in tablet form. 
For treatment of peptic ulcer patients who 
fail to respond to classic antacid, bland diet 
regimen, due to persistent, painful intestinal 
hypermotility. Dose: Orally, | to 2 tablets, 
| to 2 hours after meals and upon retiring. 
Sup: In bottles of 100 tablets. 


Butadonna Capsules, Henry K. Wam- 


pole & Co., Inc., Philadelphia 23, Pa. Each 
capsule contains: Chlorobutanol 0.25 Gm. 
(warning, may be habit forming), Hyoscya- 
mine sulfate, 0.1 mg., atropine sulfate, 0.02 
mg., Hyoscine hydrobromide, 0.007 mg,., 
total alkaloidal salts, 0.127 mg. Indicated in 
spastic conditions of the gastrointestinal 
tract, biliary tract and genitro-urinary tract. 
Dose: For daytime use, | capsule 3 times a 
day. For most indications, it is given advan- 
tageously about a half hour before meals. 
As a night time spasmolytic-sedative, two or 
more capsules at bedtime, as indicated. Use 
cautiously if dryness of the throat occurs, 
discontinue use if rapid pulse or blurring of 
vision occurs. Sup: In bottles of 100 cap- 
sules. 


Cholorografin Ampuls, ©. R. Squibb & 


Sons, New York 22, N. Y. Squibb lodipa- 
mide. An aqueous radiopaque solution which 
affords a rapid intravenous technic for roent- 
genographic visualization of the gallbladder 
and biliary ducts. Dose: As determined by 
physician. Sup: Cartons of two—20 cc. am- 
puls w/two | cc. Ampuls for sensitivity test- 
ing. 


Expasmus, Martin H. Smith Co., New York 


13, N. Y. A new combination of antispas- 
modics, plus a powerful analgesic, in a single 
prescription form. Each tablet contains di- 
benzyl succinate 125 mg., mephenesin 250 
mg., and salicylamide 100 mg. Relaxes both 
skeletal muscle and associated smooth 
muscle spasm, relieves low back and arth- 
ritic pains, and acts as a mild nonbarbiturate 
sedative and relaxant in tension. Dose: Aver- 
age dose, two tablets every four hours. 
Maximum daily dose, 12 tablets. Sup: In 


bottles of 100 tablets with MHS impressed 
on each tablet. 


K-C Tablets, Pau! Maney Laboratories, 
Cedar Rapids, lowa. Lemon flavored tablet 
containing ascorbic acid, 500 mg., and 
menadione (synthetic vitamin K), 10 mg. 
For protection against hemorrhagic states in 
tonsillectomy and other surgical cases, in 
ulcerative colitis, sprue, and celiac disease. 
Also indicated during last month of preg- 
nancy. Dose: Adults, | tablet every 24 hours. 
Children, '/> to | tablet daily only under di- 
rect supervision of physician. Sup: In bottles 
of 100 and 1,000 tablets. 


Lytren, Mead Johnson & Company, Evans- 
ton 21, Ind. Oral electrolyte. Indicated in 
moderate and severe diarrheas and in vomit- 
ing. Restores essential electrolytes. Helps to 
correct fluid imbalance and to prevent 
severe dehydration. Dose: As indicated by 
physician. Sup: In 8 oz bottles. 


Pamine Bromide Syrup, The Upjohn 
Company, Kalamazoo, Mich. An elixir con- 
taining 1.25 mg. Pamine (methscopolamine 
bromide) per cc. For treatment of peptic 
ulcers. Dose: Administered orally as deter- 
mined by physician. Sup: In four ounce 
bottles. 


Pentids Capsules, £. R. Squibb & Sons, 
New York 22, N. Y. Indicated for the treat- 
ment of mild and moderately severe peni- 
cillin-susceptible injections. Designed, espe- 
cially for pediatric practice. Dose: As deter- 
mined by physician. Sup: In bottles of 24 
and 100. 


Tronothane, Abbott Laboratories, North 
Chicago, Ill. Is 4-n-butoxyphenyl gamma- 
morpholinylpropy! ether and is completely 
unrelated structurally to the “caine'’ drugs. 
Indications include relief from discomfort 
and pain in hemorrhoids and rectal surgery, 
episiotomies, anogenital pruritus, itching 
dermatoses, certain intubation procedures, 
moderate burns and sunburns. Dose: As de- 
termined by physician. Sup: As jelly, cream, 
lotion and strile, aqueous solution. 
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